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Insurance and Public Health’ 
HUGH H. WOLFENDEN, F.I.A., F.A.S., F.S.S 


ewes 


Consulting Actuary and Statistician, Toronto 


N order to obtain a clear picture of the relation between the various kinds 

of insurance on the one hand, and the condition and control of public health 

on the other, it will perhaps be of assistance if we go back a little into 
history, examine briefly the methods which have been developed hitherto, and 
then consider, in the light of that experience, some of the proposals which are 
in the minds of men to-day. 


Tue Earty History or PorpuLtation DATA AND INSURANCE 


Statistical enquiries of the most elementary character concerning the num- 
bers of the people are known to have been carried out for military and taxation 
purposes in Babylonia, China, and Egypt between about 4000 B.C. and 2500 
B.C., while quinquennial enumerations were undertaken by the Romans from 
about 435 B.C. until A.D. 410. The Falcidian law of Rome, which prohibited 
a testator from bequeathing more than three-quarters of his property away 
from his legally constituted heirs, also gave rise to certain primitive tables of 
annuity values or expectations of life in the days of the Praetorian Praefect 
Ulpian and the jurisconsult 72milius Macer about the third century of our era. 
The earliest history of a procedure somewhat analogous to that of modern 
insurance may similarly be traced in the development of commercial enterprise 
amongst the Greeks and Romans, which promoted a desire for protection 
against the hazards of the sea in respect of ships, their cargoes, and their crews. 

The evolution of marine insurance, and later of life and sickness insurance 
was, however, very gradual. The particular statistical procedure necessary for 
the measurement of the contingencies of human life did not begin to make its 
appearance until about two and a half or three centuries ago, when a systematic 
enumeration of the people of Quebec, or La Nouvelle France as it was then 
called, first revived the latent interest in population figures, and Dr. Halley, of 
comet fame, subsequently produced the first mortality table based on deaths in 
the city of Breslau, Germany, in 1693—some thirty years after John Graunt’s 
“Natural and Political Observations upon the Bills of Mortality of London” 
had foreshadowed the possibility of utilizing tabulations of that kind. 

An intimate relationship was thus established at a very early date between 
the technical basis of insurance against the contingencies of human life and 


*Presented at the Ontario Conference of the Ontario Health Officers’ Association, 
the Canadian Public Health Association and the Ontario Medical Association, Toronto, 
May 29, 1934. 
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the mortality and sickness statistics of the general population. The mortality 
investigations of M. de Parcieux in France in 1746, and the publications of the 
famous Rev. Dr. Richard Price, author of the “Northampton Table”, a few 
years later, very naturally attracted medical men to this interesting field of 
research. We consequently find Dr. John Heysham giving great attention to 
sanitary matters in Carlisle for nearly sixty years before the accession of Queen 
Victoria, with the result that the “Carlisle Table” of mortality was based upon 
his observations by Joshua Milne, actuary of the Sun Life Office, London, in 
1815, and thereafter the extensive and valuable investigations of Dr. William 
Farr inaugurated the compilation of that long series of “English Life Tables” 
which have contributed so signally to the development of both life insurance 
and public health statistics. 


THe Earty RELATIONSHIPS OF ACTUARIES AND MEDICAL OFFICERS OF HEALTH 


In the life insurance companies the actuaries—so named because they were 
charged with the keeping of registers of the risks incurred, just as the word 
“actuarius” had long been used to designate the registrar of a court of law— 
accordingly have been associated for upwards of one hundred and seventy 
years with the work of medical officers of health—for the first mention of an 
“actuary” to a life office occurs in the Deed of Settlement of the Equitable 
Society in 1762, when the rates of premium were founded originally on the 
London Bills of Mortality, and later on the Northampton Table. Over all 
those years the investigations of the actuaries and the health officers have been 
in large measure complementary, while both have been closely associated with 
the medical and dental professions and with the ancillary services afforded by 
the hospitals, boards of health, and other public and private organizations. 

The close association of these groups has grown by reason of a natural 
development. Whereas the premiums at which the first life insurance contracts 
were issued were based on the probabilities of life derived from statistics of 
the general population and compiled by the census officials, the registrars of 
births, deaths, and marriages, and the medical officers of health, it soon became 
apparent that the medical examination of those applying for insurance resulted 
in the elimination of the obviously impaired lives, with consequent marked 
improvement in the mortality, especially in the first few years, exhibited by 
those who succeeded in passing the medical examination. Life insurance 
medical examinations have thus emphasized the importance of an extensive 
technique for the detection of incipient and existing impairments, while the 
actuarial tabulation and analysis of the resulting data have enabled the actuaries 
and medical directors to assess within close limits not only the mortality to be 
anticipated amongst first class, or “select’’, lives, but also amongst those “sub- 
standard” lives in whom impairments are discovered. The mathematical and 
statistical processes required for these actuarial analyses have likewise been 
developed to a high degree, until now the medical officer of health utilizes 
many of the actuary’s methods and results in planning and testing his own 
measures of public health administration and control, and in comparing the 
rates of sickness and mortality of the general population with those of the 
insurance organizations. A similar actuarial technique has been developed with 
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respect to sickness and disability insurance, while the other important contin- 
gencies of human life—namely, birth, marriage, and unemployment—are also 
now dealt with by comparable methods. 


THE DEVELOPMENT OF SUPPORT FOR Pustic HEALTH MEASURES BY 
INSURANCE COMPANIES 


It will be apparent at once that over this long period a very extensive body 
of data and much practical experience have been accumulated. The actuaries of 
the existing insurance organizations are vitally concerned not only in the 
measurement and control of sickness and mortality amongst the members of 
their own societies, but also in the development and extension of measures 
for the general betterment of public health. Insurance executives have there- 
fore in this country lent very considerable support to the Canadian Medical 
Association in the dissemination of articles on health, to the Canadian Dental 
Hygiene Council in its work of dental education in co-operation with the 
Departments of Health and Education of the Provincial Governments, and to 
the Canadian Council on Child and Family Welfare in the distribution of pre- 
natal and post-natal information. Free periodic health examinations have also 
been made available, while individual companies have published valuable 
articles and have sponsored lectures on health matters. An extensive anti- 
tuberculosis campaign in the Maritime Provinces, moreover, was commenced 
some years ago, and has resulted in a most valuable enlargement of the facilities 


for treatment with a consequent significant reduction in the death rate from 
tuberculosis. 


THE SpeciAL CHARACTERISTICS OF HEALTH (OR SICKNESS) INSURANCE 





The desire of life insurance executives and actuaries to support public 
health measures of this kind is, of course, founded also upon their knowledge 
of the significance and operation of sickness (or health) insurance. 

Voluntary societies for insurance against financial loss resulting from sick- 
ness existed in Europe centuries ago, and legislation with the dual object of 
fostering their growth and controlling their administration has been developed 
in a high degree over the last 140 years. Detailed analyses of the statistics of 
these funds have shown conclusively that the rate of sickness is a function of 
many different factors. It depends on age, on sex, on personal and family 
history, on marital condition, on occupation, on locality of domicile, on economic 
status, on the relation of earnings when well to benefits when sick, and markedly 
on all those almost immeasurable factors which manifest themselves in the 
tendencies of human beings to shift their burdens of responsibilities and exploit 
the other man’s ability to pay. 

The extensive experiences of these voluntary societies have emphasized 
very clearly certain features of great importance in the administration of any 
plan for alleviating the costs of sickness, whether the plan be real insurance or 
not, and whether it be voluntary or compulsory. A true insurance plan, of 
course, implies simply the co-operative association of a large number of indi- 
viduals, who agree to share amongst themselves the burdens arising from the 
occurrence of a particular contingency (in this case sickness) by payment of 
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the necessary contributions into a common fund; and it is fundamental that the 
group of individuals must be reasonably homogeneous, that the risks must be 
predictable within certain obviously narrow limits, and that the claims must be 
absolutely provable—for otherwise it would clearly be impossible to calculate 
the necessary rates of contribution and to control the payment of the benefits. 

The original sickness funds of Europe, of which the friendly societies of 
Great Britain are well known to many who have knowledge of the fraternals 
of this continent, were supported entirely by the voluntary payments of the 
members themselves, and a wholesome realization of individual and collective 
responsibility was enhanced by ceremonial procedure and by mutual supervision, 
or fines, or even ultimate expulsion in order to prevent malingering. When 
governments, about 50 years ago, began to show an interest in the general 
problem of the care and financial support of the sick, it was therefore both 
natural and proper that they should recognize the advantages of utilizing the 
vast experience and organization of those voluntary funds. It was true then, 
and it is true to-day, that, as the Royal Commission on Unemployment Insurance 
in Great Britain has recently pointed out so well, “no action which can be 
taken by a central authority can fully replace the diffused initiative of individual 
workers”. It is equally true that the self-reliance of the individual, and like- 
wise of co-operative groups, may be seriously impaired or even wholly destroved 
by the introduction of the all-powerful agency of government unless the 
greatest care is taken to preserve not merely the semblance but the reality of 
personal responsibility. Furthermore, it must be remembered that a voluntary 
insurance fund is unquestionably one of the best possible examples of an 
entirely co-operative enterprise—a “socialized” entity, if that modern phrase 
be preferred—in which, however, it is again important to recall that the ultimate 
responsibility is the concern always of the members themselves and cannot be 
shifted to the shoulders of other persons or the State. 

The manner in which European health insurance has thus been founded 
on the previously existing voluntary organizations is indicative of a realization 
that it may not always prove by any means a good solution to assume that the 
co-operative type of organization known as government, with its opportunities 
for a shifting of costs, can with advantage perform functions which have been 
found impracticable by smaller co-operative groups which cannot shift their 
costs. It is largely for these reasons that the state-aided health insurance 
schemes of Europe have followed closely most of the practices of the previously 
existing voluntary funds, with the objects of eliminating trivial claims and 
controlling payments or services by careful certification, inspection, and inde- 
pendent verification in every case. In Germany, Great Britain, and twenty- 
two other countries a form of compulsory state health insurance has been 
adopted with the close co-operation of those institutions, while a number of 
other nations—notably Belgium, Sweden, Switzerland, and especially Denmark 
—have encouraged the extension of the voluntary plans by the granting of 
state subsidies. Although in these many schemes there are, of course, consider- 
able variations, the general provisions show some uniformity in that the class 
of beneficiaries is confined to employees earning wages below a certain level, 
that the employers, the employees, and the State usually contribute weekly, in 
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certain fixed proportions, either flat contributions or percentages of wages, and 
that the benefits in most cases consist of cash payments (after a certain waiting 
period) during temporary sickness (for a period such as 26 weeks or a year) 
and also during permanent disablement, together with medical benefits—includ- 
ing medical and sometimes dental treatment, drugs, etc.—maternity benefits, 
special arrangements for hospitalization, and in some systems funeral benefits. 

It is notable that these health insurance plans cover only special classes of 
employees with earnings below a certain level. In consequence, they generally 
assist only certain sections of the community; and they do so, in fact, by shift- 
ing the burdens largely from the individual to his employer and to the general 
taxpayer, rather than, as is often claimed, by the real insurance principle of 
shifting the burden from the individual to a homogeneous group of his own 
fellow-members without external aid. They have illustrated, moreover, the 
great importance of separating the comparatively uniform cash benefits— 
which, with proper safeguards, can be placed on an insurance basis—from the 
widely varying medical, dental, and other services in kind—which always must 
depend mainly on the practitioner’s judgment and the individual’s psychology, 
neither of which can be reduced to a Procrustean standard. They have also 
shown most clearly the desirability of enlisting at an early stage the technical 
experience not only of the medical and dental professions in formulating the 
provisions of the plans, but also of the actuaries and insurance managers who 
must in any scheme be responsible for the initial estimates of cost and the 
subsequent financial administration. 


HEALTH INSURANCE ESTIMATES IN CANADA 


In connection with this matter of financial cost it must be observed that in 
some quarters in Canada it does not seem always to be realized that the rate of 
sickness for which payment may have to be provided under these schemes is 
extraordinarily sensitive to the relationships between the claimant, the certify- 
ing physician, and the financial administrator, and that it is unfortunately only 
too true that alleged sicknesses are not always terminated as rapidly as possible 
when financial or other benefits can be obtained through their continuance. 
Insufficient allowance is often made for the fact—so well known to actuaries— 
that it is almost entirely useless to rely on estimates from European data, or 
statistics of Workmen’s Compensation Boards or mere “sickness surveys’, 
without very careful actuarial adjustments for the special and often wholly 
different characteristics of the portion of the Canadian population for which 
the estimates are’ required. Moreover, it is dangerous to ignore the effects of 
the gradual ageing of our populations, for, especially in the West, our age 
distribution is still that of a young community which in future years will mature 
with a consequent large increase in total costs for incapacity and illness. It 
may perhaps be appropriate to point out that the seriously increasing cost of 
the present Dominion-Provincial old age pension system could have been fore- 
told by any qualified actuary if the opinion of an actuary had ever been sought. 
Similarly, the provincial health insurance schemes proposed in British Columbia 
two years ago and now suggested by a Provincial Commission in Alberta have 
been based on statistical data of very doubtful applicability, without the neces- 
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sary actuarial formulae and adjustments, in consequence of which the esti- 
mates, although they are called “actuarial”, have in fact been reached by methods 
to which no qualified actuary could subscribe. 


THE RELATION oF HEALTH INSURANCE TO A COMPREHENSIVE 
Pusiic HEALTH PROGRAMME 


Impartial consideration of governmental “health insurance” of the Euro- 
pean type raises immediately a most important question, namely, the relation- 
ship between such plans and a really comprehensive public health programme, 
and especially the suitability of both to conditions in Canada to-day. 

Because those “health insurance” plans are, in fact, simply a method of 
alleviating the consequences of illness in respect only of certain groups, by 
means of a form of government subsidies and supervision which shifts costs 
without reducing them, there are most convincing reasons for concluding— 
notwithstanding many extravagant claims to the contrary—that they have not 
contributed significantly to the development of preventive public health 
measures, nor have they resulted either in any demonstrable betterment of the 
general sickness and mortality rates of the communities which they serve, or 
in any real improvement in medical attention or reduction in its cost. 

For these reasons it seems desirable to re-examine briefly the whole prob- 
lem without preconceived notions of what the best solution may ultimately 
prove to be. 

In approaching tentatively such a re-examination, I should like to state at 
once that I am not one of those who believe that our entire economic and 
sociological structure can be improved or re-built only by the adoption of 
measures which aim primarily at the destruction of existing institutions. Nor 
do I believe that the multitudinous complexities of modern civilization, or even 
of primitive existence, can be reduced and ordered within the confines of a 
simple formula, or that they can be solved by the mere invention of a simple 
phrase. 

“Health insurance” and “state medicine’ are extremely simple phrases. 
But it is very doubtful whether the increasing number of the public who use 
such terms to-day have any adequate conception of their real meaning, of their 
capacities and limitations, and, above all, of their far-reaching implications. 
It must be suggested, indeed, that of themselves these simply named but 
actually complicated methods cannot solve the multitude of intricate and highly 
technical problems involved in the proposition that adequate medical care 
should be available for all the people, all the time, at an absolute minimum of 
cost. It may be that, by a gradual process of evolution, they can be made to 
serve as a foundation method, on which once more, as now, would have to be 
reared a structure of regulations and diverse procedures fitted to the variations 
of modern economic society; they cannot succeed, however, unless they can 
secure the whole-hearted and voluntary co-operation of the patients who are 
—or may be—ill, of the medical men who minister to them, and of the financial 
administrators whose duty it must be to examine the medical certifications and 
manage the disbursing of the funds. 

If we are to embark upon wider plans of health control, it is therefore 
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well to remember, first of all, that “health insurance” is a method of alleviating 
sickness after it has occurred, that many interpretations of the term “state 
medicine” follow the same approach, and that ordinarily the European plans 
cover only certain groups of wage-earners by a device which shifts a large 
proportion of the cost of illness to the employer or the state, regardless of the 


fact that in the majority of cases there is no clear justification for this shifting 
of responsibilities. 


THE PLACE AND IMPORTANCE OF PREVENTIVE MEASURES 


If our economic system is to be permitted to remain in such a form that 
individual responsibility will still count for something, these methods, merely 
as methods of alleviation, undoubtedly will still command attention, if for no 
other reason than that it is logical to permit the individual who becomes sick, 
often largely through faulty living, to take at least some of the responsibility 
of getting himself well. But if individual responsibility is to be more and 
more subordinated, and if it is to be considered, in the modern phraseology, 
“unsocial” to exercise still some individual and unregimented intelligence, it 
will become more and more inevitably logical to begin at the beginning of the 
problem rather than at the end, and to frame our community behaviour so that 
the major emphasis will be laid upon prevention rather than on cure, and upon 
a clearer conception of the “minimum obligations” to which the citizen will 
have to subscribe. 

At the present time our social philosophy is, to a large extent, seeking to 
cure those who fall ill, by methods which will shift the costs to other people, 
while at the same time our preventive measures, good though they are, have in 
reality not yet been fully organized, and in some respects they exhibit little 
co-ordination between the preventive and curative agencies. Viewing the whole 
problem in this light as a form of social “planning’—to use again a term 
descriptive of one of our ill-defined modern concepts—our thinking would 
proceed (1) from birth (which is at present almost wholly uncontrolled), 
through (2) the school years (where there is some control), to (3) adult life 
(when control is notably absent, and during which the supposedly intelligent 
adult is perfectly free to impair his health in any way he chooses), until we 
come to (4) serious illness (when it is proposed, by some advocates of advanced 
forms of national health insurance and state medicine, that the whole com- 
munity must step in and organize relief). It would seem logical to concentrate 
a little more attention on the earlier portions of this sequence of events. It 
seems remarkable that we contemplate so seriously the alleviation of illness, 
while we neglect even such fundamental and elementary measures as periodical 
health examinations and comprehensive sickness registration. In thus ignor- 
ing these two essential measures of control, we are in effect permitting people 
to become ill individually, through misfortune, or ignorance, or carelessness, 
but when they have succeeded in becoming ill it is then said to be the responsi- 
bility of the whole community to cure them. It may be suggested, with much 
justification, that if people are to be allowed to become ill individually, the 
responsibility for cure should be individual, but that if the whole group is to be 
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held responsible for illness, then the whole group should have some consider- 
able control over the manner in which the illnesses arise. 

For this reason it appears that a public health programme might well 
include at least periodical health examinations and sickness registration as 
essential and universal measures, that supplementary provisions for more effec- 
tive boards of health, laboratories, etc., might be included, and that a more 
highly organized campaign of education, control, and supervision might be 
undertaken to keep people well. Then, after the organizations in that enlarged 
public health programme had been thoroughly developed and co-ordinated, it 
would be much more logical to consider the establishment of “health insurance” 
to alleviate the economic burdens of the residual sickness which the public 
health programme would be unable to prevent. 


Tue PLAce oF HEALTH INSURANCE IN AN ENLARGED PusBLic HEALTH 
PROGRAM ME 


It is quite certain that health insurance in such circumstances, even if it 
should contemplate cash benefits as well as benefits in kind, would cost far 
less than under present conditions, for there undoubtedly would be an increased 
consciousness of the value of a certain irreducible minimum of health super- 
vision, and a significant reduction in the rate of sickness ; and “health insurance” 
in those circumstances would be far easier to control, while there would be a 
better justification for shifting perhaps some portion of the cost from the 
individual to the whole community. Such a programme, moreover, would 
throw open all the facilities of the plan to all the people, whereas the present 
concept of “health insurance” is in reality nothing but legislation for the 
benefit of a special class, largely at the expense of other groups in the 
community. 

The evolution of a plan of “health insurance” to regularize the cost of 
medical care, in conjunction with such an enlarged programme for the control 
of preventable sickness, would of course still require the greatest co-operation 
between the public health officers, the medical and dental professions, and the 
actuary. Fundamentally, whether the approach were to be made through 
“county health units’, or the “municipal doctor” system, or the “medical 
guild” idea, or through any of the various other devices for placing health 
services upon a group or community basis with the object of regularizing the 
cost, and whether or not cash benefits during sickness were to be combined with 
benefits in kind, the basic estimates of cost would all require the most careful 
expert preparation, and the subsequent financial administration would involve 
the systematized collection and disbursement of enormous sums. Whether the 
inevitable regularization of payments, which must follow upon such widespread 
regularization of services, would be beneficial in the largest sense to the medical 
profession and to the public is a question involving many difficult problems of 
ethics and even economics. It seems desirable to realize at once, however, that 
such measures, if carried too far, and if inaugurated without very careful pro- 
visions to ensure elasticity as well as control, must result in adding yet one 
more inflexible proposal to that long list of inflexibilities and prohibitions 
throughout the world which, coupled with increasing interference with the 
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natural operation of automatic correctives, are rapidly throttling the exercise 
of individual judgment and initiative. 


CoNCLUSION 


It therefore seems to me that the present and the future relationship of 
methods of insurance to the condition and the care of public health must take 
cognizance of the following important features: 

Firstly, the history and actuarial experience of the voluntary sickness 
funds of many countries over a long period of years constitute an invaluable 
guide not only to the anticipated cost of any plan but also to the regulations 
and precautions which must be taken to control the cost and to prevent 
malingering—although the estimates, provisions, and administration must be 
based on expert knowledge and co-operation, with due regard for the special 
characteristics and largely different conditions of the population of this country. 

Secondly, the “health insurance” plans of other countries provide a strictly 
limited form of coverage for certain classes only, by an arbitrary division and 
shifting of the costs—although again they offer much valuable material, already 
analyzed at length by actuaries, for the comparison of the actual costs‘of the 
original voluntary plans with the apparent and actual costs and effects of 
government supported schemes. 

Thirdly, the creation of a more adequate—even a compulsory—system of 
public health education, treatment, and control, for all the people rather than 
for certain classes only, would involve, first, the enlargement of the preventive 
programme, including the regularization of services and payments, and a 
greater consciousness of the “minimum obligations” on the part of every 
citizen. As a secondary measure, “health insurance”, providing benefits in kind 
for alleviating the costs of services, through “medical guilds” or similar 
co-operative groups, and/or benefits in cash in respect of the financial losses 
occasioned by illness through sickness insurance societies, would then be more 
generally practicable and economical. 

Fourthly, whether the medical organization be founded upon medical 
guilds, health units, municipal doctors, clinics, panels, or other groups, and 
whether the financial estimates and supervision be entrusted to existing co- 
operative insurance groups or to other managers with experience in the collec- 
tion and disbursement of sickness funds, it will be essential to utilize in detail 
and with care the actuarial experience of the several types of comparable funds 
both here and abroad. 

Because of the importance of these features, but without attempting to 
predict or even to suggest that these possible developments will come about, I 
am sure that I may offer not only to the medical officers of health throughout 
this country, but also to the medical and dental professions and other groups 
concerned, the whole-hearted and disinterested co-operation of the actuarial 
profession, in the belief that the practical knowledge of all those groups will 
prove to be here, as it has proved to be in Europe, absolutely essential to the 
evolution of a workable scheme free from opportunities for exploitation. 











Trends in Public Health and Medical 


Care in Canada 


W. J. BELL, M.B. 
Deputy Minister of Health, Ontario 


N normal times when industry and production, wages, profits and dividends 
rin more or less on an even keel, well within the limits above which we 

have a boom and below which we have a depression, we are justified in 
considering a trend in many lines of activity, but the present time is so ab- 
normal that our movements or tendencies towards movement should be 
regarded as merely sporadic and desultory reactions to very abnormal condi- 
tions, rather than intelligent purposeful response to a plan which has been 
thought through under average conditions. 

Largely as a result of inexperience in meeting such economic pressure as 
is prevalent today, our whole medical profession, both in public health and 
in all the branches of therapeutic medicine, are as panicky as a man lost in a 
large swamp. They are hopping from hummock to hummock without any 
definite planin mind. They are hoping to find a way out and in the meantime 
trying to locate a spot where the footing will be a little more secure. Our 
experience of these trying times will be valuable but it certainly should not be 
taken as a basis for the development of a plan for the administration of a 
medical service. One is not justified in forming a plan to meet the normal or 
nearly normal on a basis that is so seriously abnormal. In other words, 
neither boom rates nor boom evaluations, nor depression rates nor depression 
evaluations are applicable to conditions or values of normal or nearly normal 
times. 

In my presentation it should be remembered that I am attempting a 
discussion of the situation in Canada and what I offer may not be applicable, 
as presented, in your individual communities; but if the basis of my thought 
is fundamentally sound, then suggestions or implications may be deduced 
which may possibly help us in looking forward. 

Our objective should be to formulate a plan which will reasonably meet 
the needs of normal or average times and yet will be sufficiently flexible to 
enable its adaptation to the needs of an abnormal situation, either general or 
local; and this plan must embrace the general public, industry, the medical 
profession and governments, both national and local, with their organized 
public health facilities and their related or affiliated voluntary auxiliaries for 
the promotion and maintenance of health and the control of disease. 

At the same time we must face facts and, appreciating actual and existing 
conditions, we must realize that certain practices and procedures to which 
these abnormal times have given rise will not easily be discarded. Further, 
it is our firm conviction that these practices and procedures will inevitably 


*An address delivered at the Annual Conference of Health Officers and Public Health Nurses 
of New York State, Saratoga Springs, June 26, 1934. 
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demand a serious measure of consideration in the formulation of any new 
programme that may be devised for the medical service of the future. It is 
fundamental to the success of any plan we may adopt that we be practical 


_ and strive to inaugurate a programme that will be workable even though not 


absolutely ideal, rather than fail by attempting to institute a plan which, 
although ideal, will not succeed because it is not acceptable and therefore 
inoperable. 

If we go back to very early times we find man living to himself and by 
his own effort. A little later we find him living in communities and gradually 
we find him adopting specialized activities and out of this development we 
find as products the village shoemaker, the village baker, the village blacksmith 
and other specialists of a similar nature. This in a highly developed 
organization constitutes our community life today and in our modern times, 
just as formerly, the majority by their own efforts are able to finance their 
own needs; the balance, who formerly were objects of individual charity, 
have now become a community responsibility. 

A fundamental fact which should not be lost sight of is that man must 
work and that families must work and provide for their own support unless 
prevented by force of circumstances from doing so. There is a tendency in 
a period such as we are passing through at present for people to forget this 
fundamental obligation laid on the race and very readily to fall into the habit 
of living on the community. Any scheme for medical service we may adopt 
should be safeguarded in so far as possible to prevent its subsidizing and 
promoting pauperism. 

Our Ontario Public Health Act, which was drafted during a fairly average 
period, contains a section to provide for the medical care of indigents, which 
section honestly and conscientiously operated by municipal authorities may 
provide adequately for those unable to provide for themselves. The weakness 
is that this service is under the direct control of the head of the municipality 
who usually has his eye fixed on the tax rate. 

When the recent economic crash occurred, it found the medical profession 
unprepared because no very general and intensive study had been given to 
the subject and the profession, generally, were without personal experience 
along this line. The government was even less prepared than the profession. 
The public was in a state of panic. Illness occurred as formerly but fees 
were not available for services rendered and the profession looked to the 
municipality on whose shoulders was placed the statutory duty of financing 
these requirements. The municipalities, many of whom are poor at the best 
of times, found themselves utterly unable to carry the load suddenly thrust 
upon them and a general appeal was made to the Provincial and Federal 
Governments. As a consequence of this appeal a co-operative arrangement 
was hurriedly entered into between the Provincial Government and the 
organized medical profession whereby the public would be served and the 
profession would receive at least partial remuneration, really only an honor- 
arium, for services rendered. The Federal Government refused to participate 
in the plan. Under this plan it was agreed that the doctors would accept all 
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calls so far as they were able, and their accounts would be paid at one-half 
the rate set by the Ontario Medical Association for the area in which they 
were located. The limit of payment which each doctor could receive in any 
one month was set at one hundred dollars with an additional amount of — 
12% per cent of his total account out of which he was expected to provide 
any necessary medicines or medical supplies required for the case. This 
scheme for medical relief is supervised and controlled by the Provincial 
Government and financed on a proportional basis of two-thirds by the province 
as a whole and one-third by the municipality. 

It is quite possible that our experience in connection with this emergency 
measure may be very useful in the development of a permanent plan for 
medical service. Aside altogether from financial consideration, its most 
serious weakness is that it does not provide for the prevention of disease and 
the conservation of health. It provides for the treatment of a case of diphtheria 
but it does not provide for the immunization of children against diphtheria! 
And why? 

Prevention is less spectacular than cure and we have failed to make the 
story of prevention impressive. We have failed with the general public, the 
profession and the government. Any one of these on presentation of the 
case for prevention will agree without much if any argument, but passive 
agreement that does not result in action is just useless. In other words, 
‘Faith without works is dead.’’ We must convince the public. The govern- 
ment responds to public appeal, and with the profession the commercial law 
of supply and demand determines its course. 

Industry has ascertained through accounting methods and a computation 
of costs, that sickness, especially that due to occupational exposure involving 
compensation payments, adds materially to cost of production, and in a great 
many industrial plants competent medical personnel has been employed to 
deal with illness, having special reference to illness that is preventable. In 
some industries the employees share in the expense of the medical service as 
well as receive the physical benefits; in others, the industrial concern carries 
the whole cost. 

Industry constitutes the only population group that is operated on an 
actual cost basis and the deduction to be drawn from their findings and 
procedures should be impressive. 

A question that might very well be asked here is, ‘“‘What is the relation in 
organized medicine between the group engaged in various therapeutic activities 
and the group interested in promoting the public health and preventing 
disease? Is it a satisfactory relationship? Does it produce results? Have 
we succeeded in interpreting to the man engaged in medical practice the ideas, 
the implications and the ideals of health protection and disease prevention?” 
I must ask you to answer these questions for yourself. My own observation 
and experience is that the leaders of organized medicine address us in medical 
meetings in fulsome and high-sounding platitudes but when it comes to 
practice, they see everything from the viewpoint of disease. This is largely 
the fault of the medical colleges. These schools have stressed sickness to 








a) a |) a +e 


TRENDS IN PuBLIC HEALTH AND MEDICAL CARE 319 


such an extent that the student is not aware of the fact that there is such a 
thing as health! If the teaching system were changed and the student were 
required to have a more thorough detailed and fundamental appreciation of the 
normal (health) he would certainly have in turn a more thorough detailed 
and fundamental appreciation of the abnormal (disease). 

Disease should be taught not as a condition per se, but as a deviation 
from a normal condition. However, we have disease and no matter how we 
may theorize we must still be practical and we must take advantage of practical 
situations at hand to promote the success of our efforts in public health. 

Sickness may be regarded as a concrete something which brings expense 
and discomfort and death, and this the public understands and appreciates. 
Health may be regarded as more or less abstract. It is perfectly true that 
if the public generally would take full advantage of all available information 
regarding the maintenance of health there would be an enormous saving on 
the three points associated with disease: expense, discomfort and death. 

Intelligence would naturally indicate a time of economic stress to be 
ideal for expansion along the line of health expenditure. We have recently 
had the experience that it works out just the reverse. 

Any scheme for the providing of medical service should impose on physi- 
cians responsibilities for preventing disease as well as for treating disease. 

It was stated earlier in this paper that governments obey the mandate 
of the people. A statutory scheme for health insurance or state medical 
service will emanate from the government, consequently we must concentrate 
our principal effort on the education of the public so that their demand on the 
government for medical service will be based on an intelligent appreciation 
of the ends to be served and reasonable means for attaining those objectives. 

I submit that we have not yet succeeded in convincing the general public 
that large or even reasonable expenditures for public health are justifiable 
and the reason for our failure in this regard I consider is due to our failure to 
interpret public health to the general public in terms which appeal and which 
they can readily understand. Possibly our method of approach has not been 
correct. 

In health education we should proceed as in every other type of education, 
from the known to the unknown; from the concrete to the abstract. The 
public know disease: they do not know health. Disease to the public is some- 
thing concrete or tangible; health is something abstract or intangible—it is 
taken as a matter of course and is never noticed until it is lost. I repeat this 
because it has even a more definite application to the general public than it 
has to the medical profession. The question here is, How can we inform the 
public on this subject? My own feeling is that the most useful and practical 
avenue for the transmission of information on health and disease to the 
general public is the tactful, capable well-trained nurse, but I am of the opinion 
that the public health nurse as we have regarded her must considerably 
broaden out her activities before she will be able fully to realize the possibilities 
of her position. The nurse who is purely an instructor never acquires in a 
family the preferred position occupied by one who has given actual nursing 





320 CANADIAN PuBLIC HEALTH JOURNAL 


service. Service in illness establishes a contact which is invaluable when 
successfully presenting an educational message. 

The present economic condition for the majority and even the normal 
economic status for a great many, demands a visiting type of nursing service. 
Is there some way of combining visiting bedside nursing care with health 
education? Can we develop a method by which visiting bedside care may 
be used regularly day in and day out as the avenue through which instruction 
on health and disease can be carried into the home by tactful well-qualified 
nurses? This is one practical question that we in Canada at the present 
time are studying very carefully. 

In all our considerations involved in this subject of medical service, 
we have not yet arrived at any conclusions sufficiently definite to justify 
positive recommendations for governmental action. No matter what ultimate 
plan may be adopted, I am strongly of the opinion that that plan should be 
based on actuarial experience and deduction and positively not on emotion- 
alism. 


REPORTED CASES OF CERTAIN COMMUNICABLE DISEASES IN CANADA* 
BY PROVINCES 


FEBRUARY, 1934 


New 
Diseases .E.I.| Nova |Bruns- Mani- |Saskat- | Alberta) British 
: Scotia} wick | Quebec] Ontario} toba | chewan Columbia 


Diphtheria 20 3 60 35 29 16 
Scarlet Fever.... 23 9 285 539 95 32 414 
Measles 1 6 385 77 494 1459 5 


g 821 393 100 
German Measles.. 17 17 20 
571 474 “17 
Cerebrospinal 

Meningitis 2 1 
Anterior 

Poliomyelitis. . . 3 — 
Typhoid Fever... 109 ~— 
Trachoma _ _ 











*Data furnished by the Dominion Bureau of Statistics, Ottawa. 





Ice Supplies and Associated Health 
: Problems’ 


A. E. BERRY, M.A-Sc., C.E., Ph.D. 


Director, Sanitary Engineering Division, Ontario Department of Health 


NE of the problems with which the health officer of Ontario is frequently 
faced, and which creates a good deal of difficulty for him, concerns the 
selection of areas for harvesting ice. Thisis probably more pronounced 

in the smaller centres where artificial ice plants and mechanical refrigeration 
are not utilized to the same extent as in the cities. 

The man who harvests natural ice desires to secure his supply at a 
convenient place. Frequently he has erected storage houses or selected a site 
where he can readily obtain the desired quantity, but without due consideration 
being given to quality. A good deal of pollution exists in most of these waters, 
and generally speaking they would be regarded as unfit for use as a domestic 
supply. The health officer’s position is further complicated by the limited 
number of surface water supplies relatively free from sewage and other 
contaminating substances. With differences of opinion being expressed, to 
add to the problem, it becomes essential for the health officer to consider 
carefully all available knowledge which may assist him in a decision on the 
suitability of waters for ice harvesting. This paper is designed to set forth 
some of the arguments associated with both sides of this question. 


Legislation 

The Public Health Act places upon the health officer a definite 
duty concerning ice supplies. This is contained in Section 100, a clause 
which has been on the statute books for a number of years. It places upon 
the local board of health entire responsibility for supervision of ice sold within 
the area under its jurisdiction. The local board may adopt such regulations 
as in their opinion are best adapted to protect the public from the ill-effects 
of contaminated ice supplies. It matters not whether the ice is obtained 
within the municipal limits or at some outside point. In order to further the 
control over this product the Act states that no ice shall be cut for any domestic 
use until a permit has been obtained from the local board. Permits likewise 
may be revoked. Every local board is asked also to enforce any regulations 
of the Provincial Department of Health on this matter but as yet none has 
been issued, and it is purely a question for the local officials to exercise their 
judgment in the approval of ice supplies brought into the municipality. 


What is Expected in an Ice Supply 
With this placing of responsibility, the question arises as to what is 
involved in the harvesting and sale of ice for domestic use; what dangers are 


*Presented at the Ontario Conference of the Ontario Health Officers’ Association, the Canadian 
Public Health Association and the Ontario Medical Association, Toronto, May 28, 1934. 
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incurred, and what are the past records in this field. Ice is used in a variety 
of ways. Much of it goes directly into drinking water, or contacts with food 
supplies. A great deal is used purely for cooling purposes with external 
contact only. In other cases, such as soft drink cooling, it comes in contact 
with the container and may, under adverse circumstances, result in contamina- 
tion of the product. We are concerned chiefly with the survival of disease 
organisms during the freezing of water and its storage as ice. Chemical 
poisons are for the most part of negligible significance. Visible dirt and other 
organic products do occur to some extent and when the ice melts an objection- 
able odour may develop in the ice box. This latter is always objectionable 
to the householder, but the dealer will strive to overcome it. The public 


health problems of ice supplies consequently become a question of freedom 
from disease organisms. 


Modern Trends 


Before discussing the possibility of the presence of pathogenic bacteria in 
ice it might be well to note the present day trend in this field. The tendency 
in this province is in two directions; firstly, by making use of our abundant 
electrical energy to adopt iceless refrigeration; secondly, to prepare artificially 
frozen ice from safe supplies. The use of natural and artificial ice is prevalent 
still and so long as the cost of mechanical refrigeration for the home is high 
one may expect to find the delivery of ice from door todoor. It would appear, 
however, that most of the ice delivered in the larger centres is artificially 
frozen from water of good quality. The city of Toronto, as an example, 
has no ice harvested from natural waters, but there is still a great deal delivered, 
from artificially frozen supplies. The one problem in this latter case is the 
handling of the ice in a sanitary manner during delivery. 


Survival of Organisms 

When we come to a discussion of the public health menace of ice supplies 
it is apparent that there are two more or less distinct fields of thought. Pro- 
ponents of the one view go so far as to say that ice is not a problem at all 
because the organisms die out so quickly as to prevent the possibility of their 
transmission to the consumer. To fortify this stand they point out that the 
literature does not record any great number of epidemics or illness resulting 
from the use of ice harvested from polluted waters. An opposite view is that 
ice should be taken only from water supplies which are safe for drinking 
purposes, and that following this it should be properly handled to avoid undue 
contamination. The answer of this side to the assertion that there have been 
but few epidemics is that the number of cases derived at one time from ice 
is not likely to be sufficient to trace clearly the origin. There is the danger of 
sporadic cases rather than an epidemic outbreak. It is seldom that a sufficient 
number of cases are found at one time to regard them as an epidemic. Yet 
there are few who would not recognize some danger. 

These are the two views frequently expressed, and in order to arrive at a 
decision as to what is the actual danger from ice it is necessary to have informa- 
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tion on the behaviour of organisms in the freezing of water and its subsequent 
storage. Ice is sometimes delivered to the householder very shortly after 
it is frozen and harvested from natural waters, while some may be carried for 
a period of almost 12 months. Probably the bulk of it does not exceed 6 
months’ storage, and if intestinal organisms are able to survive in this period 
to any appreciable extent the possibility of danger cannot be overlooked. 
Even though there be a survival a further question may be asked as to whether 
these organisms are capable of transmitting disease after their long storage 
period. It is well established that freezing does not destroy all dangerous 
bacterial life. It has been shown conclusively that pathogens will live in ice 
cream for a great many months. It has also been reported that typhoid and 
related organisms, frozen in ice during the winter, have caused epidemics later 
in drinking water. 

If this survival has been noted elsewhere, is there not a health problem 
in the haryesting of natural ice? It is said, and tests have borne out this 
assertion, that there is a rapid destruction of bacterial life during, or shortly 
after, the freezing process. Another theory is often heard that in the freezing 
of water the organisms are squeezed out similarly to some chemical substances. 
An impure chemical water gives cloudy ice, or forms a central core of con- 
centrated mineral substances. If this were the case for bacterial life it would 
be a worthwhile safeguard. These and other oft-expressed opinions and 
theories require proof before reliance can be placed upon them. 


EXPERIMENTAL DATA 


Because of these differences of opinion concerning ice, the Department of 
Health commenced laboratory studies a few years ago to determine the 
maximum survival period of organisms. These studies have been continued 
and interesting data are being obtained. Facilities have made it possible in 
this work to freeze water and to hold the ice at different temperatures. Water 
samples have been inoculated with disease organisms, and by observation at 
different intervals it has been possible to determine their behaviour during 
the freezing and subsequent storage. The following groups have been 
investigated, namely, paratyphoid A, paratyphoid B, B. typhosus and B. coli. 
Tin pails were partly filled with sterile water and inoculated with dilutions of 
cultures. The waters were frozen by exposure in rooms at different tempera- 
tures varying from 32° F. to minus 6° F. At regular periods, portions of the 
ice were removed and examined for the presence of the inoculated bacteria. 
It has been possible in this way to note any change in concentration of organ- 
isms in the ice and in the unfrozen water under the ice. It has also been 
possible to freeze water by adding layers to the top and noting the behaviour 
under these conditions. 


Reduction in Bacterial Counts 


These tests on the freezing of water have shown similar results to those 
recorded in other liquids. A decided reduction has occurred in the first few 
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days. The trend has been steadily downward and while there are fluctuations 
in the course a minimum point is soon reached from which there is but little 
change. This minimum is about one per cent of the total. It is thus a pure 
case of survival, and this period of survival evidently depends upon the 
resistance of the organisms and the nature of the material in which they are 
held. In these experiments there was a very decided drop in bacterial counts 
in the first ten days. In some cases it has been more rapid. Paratyphoid A 
organisms showed a reduction from 24% million per cc. to 100 per cc. in eight 
days. Paratyphoid B gave a reduction from 3 million per cc. to 13,000 in 
12 days. Bacillus typhosus reduced from one million, six hundred thousand 
(1,600,000) to 47,000 in thirteen days. In another test using a lower con- 
centration paratyphoid A reduced from 60,000 per cc. to 800 per cc. in 9 days, 
and paratyphoid B from 300,000 to 2,500 in 8 days. Bacillus typhosus 
dropped from 230,000 to 550 in 8 days. It would appear from these results 
that, irrespective of the initial concentration, about the same period is required 


to effect a reduction to a point where the number may be regarded as a 
minimum. 


Maximum Survival Period 


While there is a variation in the results of these tests, and that might be 
expected, it would seem that the survival period of certain organisms is as 
great as the normal storage period for ice supplies. Paratyphoid A, para- 
typhoid B and Bacillus typhosus in one test have already survived for a period 
of nearly eight months and can still be found. What the maximum period will 
be remains to be determined. It is true that the numbers are not great and 
yet with a concentration of 10 to 200 per cc. from an initial 30,000 to 80,000 
organisms, it is difficult to conclude that there is no danger to the person 
using ice from polluted water when it comes in contact with water and food. 


Expulsion of Organisms 


These tests do not bear out the belief that the organisms are expelled 
as the ice forms. The results indicate that the destruction occurs during 
freezing and that there is no increase in concentration of organisms in the 
unfrozen part. Similarly, when water is frozen by the addition of layers to 
an ice block, as it often is under natural conditions, the organisms cannot be 


expelled and their behaviour in these tests is similar to where this opportunity 
exists. 


SUMMARY 


From these experimental data and the experience of a number of years 
some general conclusions pertaining to the public health features of ice supplies 
are possible. The fact that ice has been cut for years from various sources 
without disease outbreaks having been attributed to it may lead the health 
official to conclude that the danger is negligible. Against this is the definite 
knowledge that pathogenic organisms will survive in ice for periods of eight 
months or more. This calls for caution. The degree of pollution in the 
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original water obviously has a bearing. If there is a reduction of approxi- 
mately 99 per cent of the bacteria in the first ten days after freezing, a small 
initial count is a favourable sign. It is well to remember, however, that these 
organisms are not uniformly distributed, and it is quite reasonable that with 
massive infection it would be possible to find a heavy contamination in parts 
of the ice after even lengthy storage. The proportion of natural ice used in 
drinking water and in direct contact with food is fairly small, and consequently 
the chances of disease are again reduced. Typhoid fever and related intestinal 
disturbances are to-day at a comparatively low ebb. In most of to-day’s 
cases, the origin of the infection is difficult to determine and it does not seem 
unreasonable to conclude that ice may contribute its quota to this number. 

With these facts in mind it would seem desirable for the health officer to 
make a careful sanitary investigation of the area from which ice is to be taken. 
This should be done before the freeze-up occurs, and before a permit is asked 
for ice cutting. Some health officers make a practice of first submitting 
samples of the ice to the laboratory for bacteriological examination. This is 
of little value. The number of bacteria will be relatively small, but the 
laboratory does not determine the type of organisms present, nor does it 
show the distribution of these in the ice. One sample is not representative 
of the entire supply, and a sanitary survey of the area gives much better 
information. Where sewage has direct access to a stream or pond, it is not 
safe for making ice. On the other hand, if the water receives only agricultural 
drainage, as most surface waters do, there should be no great objection to its 
use for ice making. After the freezing process and the usual storage, there is 
not likely to be a great number of disease bacteria. 

It would seem desirable that the health officer should recognize the fact 
that ice prepared from natural water is seldom an ideal product for placing 
in beverages, or in contact with food. Similarly in the delivery of artificial 
ice from safe water there is likely to be pollution on the outside. It should 
be feasible with care to wash this off without creating a great risk. Naturally 
the safest ice is one which is made in the home from tap water. The health 
officer, however, must take a reasonable stand after all information has been 
collected, and it would appear justifiable to issue permits for ice cutting from 
any area which is relatively free from sewage pollution. There are a number 
of instances in which ice has been cut in the immediate vicinity of sewer 
outlets. Such conditions are not to be tolerated under any circumstances. 











Anti- Tuberculosis Activities in 
New Brunswick" 


R. J. COLLINS, M.D. 
Medical Superintendent, Saint John Tuberculosis Hospital, Saint John 


EW BRUNSWICK has an area of 27,985 square miles and a 
N population of 408,219 in fifteen municipalities (counties), three 

cities and eighteen organized towns. The responsibility for the 
prevention of tuberculosis and the care of patients is divided among the 
Provincial Department of Health, the sanatoria and clinics, the Pro- 
vincial Anti-Tuberculosis Association, seal sale committees, and the 
local anti-tuberculosis associations. 

The Department of Health, under a minister and a chief medical 
officer, maintains, in a sub-department of tuberculosis, two travelling 
diagnosticians specially trained in this work. They provide a diagnostic 
service, do school and college survey work and make arrangements 
with municipal officials for institutional treatment of indigent patients. 


Special Survey Work 

The surveys which have been undertaken in New Brunswick are, 
I feel, deserving of special mention. In 1925 Dr. George Wherrit 
introduced in a pioneering way the examination of incoming students at 
Mount Allison University. With a portable X-ray machine, and with 
the assistance of the staffs of the sanatoria, the work was completed. It 
seemed to be of such value that it became a yearly activity and has 
been extended to the Provincial Normal School and St. Joseph's 
College. The survey includes a general physical and X-ray examination. 
Several actual and potential spreaders of infection have been found 
and adequate care provided. Dr. Arthur Melanson introduced the 
chest survey work in institutions for the care of children; this activity 
has revealed several open cases in these institutions. Dr. Melanson is 
a strong advocate for extending this work to include our entire teaching 
population not already covered in the Normal School survey. 

Three years ago the county survey plan was introduced. This 
consists of a series of evening lectures, moving pictures, distribution of 
literature, followed by a clinic, covering a number of rural centres and 
lasting ten to fourteen daysineach. It is of interest that in one county 
survey some 3,000 people attended the lectures and 600 were examined. 
It is hoped that this work will be continued as long as the necessity for 
it exists. While the results are dependent on the thoroughness of the 
organization previous to the survey, I know of no better way, in a large 
area with sparse population, to disseminate information about tuber- 
culosis. 

The Department of Health also maintains at strategic points in 


*Presented at the Twenty-Second Annual Meeting of the Canadian Public Health Association, 
Saint John, N.B., June, 1933. 
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the province trained nurses for follow-up work. At present eight are 
on duty. The value of diagnostic services would be lost if such follow- 
up work was not carried on. It is hoped that with improving financial 
conditions this work will be expanded and be given an important part 
in the programme. 


Sanatoria 

Three sanatoria are located at strategic points, the Saint John 
Tuberculosis Hospital, at Saint John, serving the southern area; the 
Jordan Memorial Sanatorium, at River Glade, serving the eastern area; 
and Our Lady of Lourdes Sanatorium, at Bathurst, serving the northern 
area. 

The Jordan Memorial Sanatorium, our first institution, has a 
capacity for 120 adult patients. Thanks to the generosity of the 
original donor, Mrs. Jordan, the building is modern in every respect, 
fully staffed and equipped to give everything required in modern care. 
Its new service wing is a model addition. This institution has 100 per 
cent infirmary capacity. It is generally agreed that this is essential in 
modern treatment and is sound economically, since maximum results 
may be secured in the shortest time. 

The Saint John Tuberculosis Hospital, the second sanatorium to 
be built, has a bed capacity for 156 adults and 50 children. Its accom- 
modation consists entirely of infirmary beds. It is completely equipped 
for general care, thoracic surgery, and orthopaedic treatment. It has 
also a preventorium. At present the major portion of the thoracic 
‘surgery especially referable to tuberculosis is cared for at this institu- 
tion. The same may be said of children with tuberculosis. 

An important feature of the programme in New Brunswick is the 
support given to educational work by the New Brunswick Anti- 
Tuberculosis Association, which carries on an annual seal sale campaign 
throughout the province, exclusive of those areas with an existing local 
organization. The seal sale in itself does much to bring the prevention 
of tuberculosis to the public mind, but the Association carries the work 
further through newspaper publicity, distribution of literature and 
demonstration booths at the fall fairs. The Association deserves our 
praise and our gratitude for the fine work being done. 


Evaluation of the Various Efforts 

In 1923 the tuberculosis mortality was 110 per 100,000; in 1932, 76. 
What part have any or all of our various branches of activity played 
in this reduction? Interested as we all are in the prevention of tuber- 
culosis, we must admit that segregation is probably the most effective 
weapon at our disposal to-day. And what more effective means of 
segregation than sanatoria or hospitals? These institutions con- 
tinually house 400 patients with ‘‘open disease’, possible spreaders of 
infection. In few other diseases, such as smallpox and leprosy, is 
there greater degree of segregation. If it is felt that the cost of the 
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care of tuberculous is high, it is consoling that a large part of the cost 
is directly chargeable to prevention, leaving but a very small proportion 
properly to be considered as treatment. In one area of our province 
there are three possible spreaders of infection institutionalized for every 
death in that community. Such an amount of segregation must be 
achieving results. 

Next in importance to actual segregation is an adequate diagnostic 
service staffed with specially trained physicians working in sanatoria, 
treating tuberculosis but vitally interested and trained in the prevention 
of the disease. 

The follow-up nursing service is essential in the scheme of further 
training of infectors and in detecting contacts. 

Of equal or greater importance is education of the people through 
every possible means, survey work, lectures, newspapers, seal sales, etc. 
And the most important groups in the population are the members 
of the teaching profession and the children. The “‘school and teacher” 
surveys reach these groups. Not only do they serve to detect and 
thereby eliminate spreaders of infection, but they teach in a very 
definite way the necessity for diagnosing tuberculosis early and the 
means of preventing further spread. No greater danger exists for 
group infection than the teacher. The surveys of the Children’s Homes 
serve, too, to break an important spread of mass infection. 

Two other groups in particular need special training in tuberculosis 
activities, namely,nurses and medical students. Their knowledge is, I fear, 
often as inadequate as that of the public. I feel that the association of 
nurses, through affiliated courses with sanatoria, will be of very great 
value from an educational standpoint; those who should act as leaders 
in the teaching of prevention will have a more adequate knowledge 
of the problem, the infectivity of tuberculosis and the rationale of 
control. By avoiding such special teaching in the past we have simply 
dodged the fact that tuberculosis is still the greatest cause of death 
in young adults. 

x Early in our work we were fortunate in having financial and advisory 
assistance from a group of Canadian Life Assurance Companies and the 
Canadian Tuberculosis Association. These organizations initiated 
many of our present plans and were a pillar of strength. These plans 
are being followed as far as finances will allow. 

It is evident that the control of tuberculosis in New Brunswick is a 
co-ordination of various agencies, official and voluntary. Such co- 
ordination of different activities allows, I think, of innovations and the 
application of initiative. With the leadership of the Department of 
Health, under the ministership of the Hon. Dr. H. I. Taylor and the 
guidance of Dr. Wm. Warwick and his predecessor, Dr. George Melvin, 
there has been harmonious co-operation. This co-operation, coupled 
with the able services of the veterans in the field, Dr. H. A. Farres, 
Dr. C. W. MacMillan and Dr. J. A. Melanson, who are continuing 
either actively or in an advisory capacity in the work, have made 
possible the results that have been obtained. 
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Reports from the Twenty-Third Annual Meeting 
of the Canadian Public Health Association 


Held in Montreal, June 11, 12 and 13, 1934 


ROM every standpoint the twenty-third annual meeting of the Association, 

F which was held in Montreal on June 11th, 12th, and 13th, was an out- 
standing success. With a registration of 475, the meeting was one of the 

most representative that the Association has convened. 

Section programmes were provided in Public Health Nursing, Laboratory, 
Vital Statistics, Mental Hygiene, Industrial Hygiene, and Public Health 
Engineering. The presence of a large number of members from distant points 
to attend specific Section meetings indicates the importance of these Sections. 

The two general sessions on Monday and Wednesday afternoons were 
attended by such large audiences that the largest auditorium in the hotel had 
to be used. A happy feature of the session on Monday was the conferring 
of honorary life membership on one of the pioneers in public health work in 
Canada, Dr. Elzéar Pelletier, of the Provincial Bureau of Public Health, Quebec, 
in recognition of his long and distinguished service. 

The annual dinner of the Association, which was tendered by the Province 
of Quebec and the City of Montreal, was an outstanding event. The welcome 
extended by Dr. Alphonse Lessard as President will long be remembered, and 
the message conveyed to the Association by Dr. Haven Emerson, President of 
the American Public Health Association, brought a new sense of the unity of 
public health on this continent. The address of the Honorary President, the 
Hon. L. A. David, K.C., constituted an inspiration and a challenge not only to 
the Association but to all who are engaged in social welfare. 

Under the chairmanship of Mr. M. H. McCrady, Chief of Laboratories for 
the Provincial Bureau of Health, Quebec, the Local Committee completed 
every arrangement and anticipated every need of the Association. The success 
of the meeting was due in no small part also to the hearty co-operation of the 
Canadian Tuberculosis Association. 

On Monday evening the Executive Council was convened, with every 
province represented. The reports of the general secretary, the treasurer, the 
editorial board, the committee on the form of medical certificate of death, the 
committee on the certification of sanitary inspectors, the committee on the 
annual report of the medical officer, the committee on administrative procedures 
and objectives, the committees of the Laboratory Section, and the third report 
of the committee on non-resident births and deaths, were received and discussed. 
Representations regarding tenure of office were made by the Section of Public 
Health Nursing with the idea of greater continuity in the work of the section. 
A request for the creation of a Section of Epidemiology was presented; the 
decision, however, was that, subject to the approval of the Section of Vital 
Statistics, the work of the proposed Section should be incorporated into the 
existing Section, which would be known as the Section of Vital Statistics and 
Epidemiology. A request was also made for the organization of a Section of 
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Dental Hygiene. The contribution which this Section could make was outlined 
by Dr. F. S. Conboy, director of the Division of Dental Service, Ontario Depart- 
ment of Health, and steps leading to the formation of the Section were author- 
ized. Appointment of the Executive Committee which is empowered to conduct 
the work of the Association in the interval between meetings was made and to 
this committee was referred the matter of the place of the next meeting. 

In the following pages will be found four of the reports adopted at the 
meeting. The remainder will appear in the August issue. 


REPORT OF THE GENERAL SECRETARY 
1933-1934 


T has been my privilege as General Secretary of this Association during 
I the last twelve years to present annually in review the activities and 
accomplishments of the Association during that time. On more than 
one occasion such a report was an acknowledgment of ground but barely held. 
On many others it was a statement of objectives reached and new goals set 
up. On this occasion I wish to say that your executive officers feel justly 
proud of the fact that the Association, as demonstrated by the report of the 
Treasurer, has with credit financially weathered times which we, with other 
comparable organizations, have found trying; the paid up membership for 
the year 1933 was 2,468, an increase of 43 over the previous year; further, 
certain of the Life Insurance Companies have generously supported the 
Association during the year. THE JOURNAL has, as is shown in the report of 
the Editorial Board, continued to merit the good opinion of its readers through- 
out not only Canada but the United States and Great Britain; and, lastly, the 
Association has continued as the accepted organization serving the profes- 
sional health worker to seek further to extend to its members such help and 
leadership as is within its power. 

The report of the committee for the certification of sanitary inspectors, 
of the committee on the form of the certificate of death, on the annual 
report of the medical officer of health, with the reports of the activities of 
the Laboratory Section and the Section of Vital Statistics, which will follow, 
are manifest evidence of the efforts of the Association’s officers and members 
to discharge their responsibilities. While the Committee on Administrative 
Procedures and Objectives has adopted the orthodox fashion of reporting 
progress only, this should not be considered as an evidence of lack of action. 
The Association accepted the invitation extended a year ago by the Provincial 
Department of Health for Ontario to sit in with them in a study of health 
conditions and health practices in rural and urban municipalities in five 
counties in Eastern Ontario and the Committee on Administrative Procedures 
and Objectives has made, from time to time, acceptable suggestions to those 
in charge of the survey, which should result in your Committee obtaining 
data upon which inferences or conclusions might be ultimately drawn that 
will be of value to all those engaged in the field of public health. 
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It is not necessary to make more than passing reference to the last 
annual meeting held in Saint John in June last year. This, our first gathering 
in the Maritime Provinces in eleven years, was more successful than one 
could have justly hoped for in view of economic conditions. There was a 
manifest public interest in the question of community and personal health 
that could be duplicated with difficulty in any community in which the 
Association has hitherto held its annual meeting, and the hospitality ex- 
tended to those in attendance was characteristic of those resident in that 
part of Canada. 

I regret to have to report the deaths of Lt. Col. Arthur B. Chandler, 
B.A., M.D., C.M., Dr. W. S. Downham and Dr. H. L. Abramson. Dr. 
Chandler, who had been associated with the Section of Child Hygiene since 
its inception, died with tragic suddenness while attending the annual meeting 
of the Child Welfare Association of Montreal, of which organization he was 
the Medical Director. His contribution to the practical application of our 
knowledge of paediatrics and child care was large and his leadership will be 
sorely missed. Dr. Downham, who had been Medical Officer of Health for 
the City of London, had been a member of the Association for many years, 
and in his characteristic quiet way did much to extend the influence of the 
Association in his own community. Dr. Abramson, who had been director of 
laboratories as well as provincial pathologist and bacteriologist for New Bruns- 
wick since 1918, made an outstanding contribution to public health in the 
province. Not only has public health been deprived of three of its outstand- 
ing exponents, but the Association has suffered a very real loss. 

Your Executive Committee held three meetings during the year. Matters 
referred to it by the Council and the routine business of the Association were 
dealt with and disposed of, either as directed by Council or in the best judg- 
ment of your officers. 

From time to time during the past five years the Association has had the 
privilege of assisting in the programme of several of the provincially organized 
health associations by arranging for special speakers. It is the hope of the 
Executive that the Association may participate to an increasing extent in the 
provincial health association meetings, thus bringing the whole association 
into a more intimate relationship. The Association joined with the Ontario 
Health Officers’ Association in an Ontario Conference in May and it is hoped 
to join with several of the other provincial associations during the year. 

In concluding this section of this report, I wish to express what I know 
is the feeling of all those who are associated in any way with the conduct of 
the Association’s affairs, by saying how deeply grateful your executive 
officers are toward Dr. Defries and to the secretary of the Editorial Board, 
Mr. Robert Randall, for the constant manifestation of their enthusiasm on 
behalf of this organization. 

All of which is respectfully submitted. 

J. T. PHatr, General Secretary. 
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T is pleasing to report that the year 1933 was a successful one for the 
Association from a financial standpoint, as the year’s activities again 
have been completed without any deficit. The high standard of THE 

JOURNAL has been maintained even though we have had a somewhat reduced 
gross income compared with other years. 

Our advertising income has been in excess of that received during the 
previous year. As will be seen from the 1932 report, the revenue from ad- 
vertising was $4,313.00. From this amount should be deducted the sum of 
$405.00 received from commercial exhibits at the annual meeting, leaving a 
total for advertising of $3,808.00. This year we are pleased to report that 
our revenue from advertising amounted to $4,058.74, an increase of $250.74 
over last year. 

In regard to membership, the Association has continued to enjoy the 
thorough co-operation of all the Provincial Departments of Health and 
medical officers belonging to these Departments are in practically every in- 
stance members of the Association. The subscriptions received from members 
during the year amounted to $2,704.55. While there is a reduction in the 
amount of the previous year received from subscriptions this does not mean 
that we have fewer subscribers but rather that the student and nursing groups 
who were offered special subscription rates constituted a larger part of the 
membership than in 1932. To offset this reduction in general subscriptions 
we are pleased to report that during the year 1933 the Canada Life Assurance 
Company and the Manufacturers Life Insurance Company have honoured the 
Association by taking out sustaining memberships in the Association. These, 
with the London Life Insurance Company, whose membership was taken 
out in 1932, make a total of three of the leading life insurance companies in 
Canada supporting the work of this Association through this form of mem- 
bership. In addition the Association again had reason to be grateful to the 
Metropolitan Life Insurance Company for their continued use of advertising 
space in THE JOURNAL. 

The twenty-second annual meeting was held in Saint John and expenses 
in connection with this have been met. The Finance Committee appointed 
at the annual meeting in Toronto has met and given consideration to financial 
problems in connection with the Association. Some of these considerations 
have already been brought into effect and it is hoped that the coming year 
will again show an improved position. 

Again it will be noted that the surplus is small and that it would not be 
possible to continue our present extensive programme except for the voluntary 
assistance offered the Association by those who are responsible for the various 
activities of the Association. It must be pointed out that the Association 
needs immediate secretarial help, particularly as relating to the publication of 
THE JOURNAL, and that further ways and means must be considered by the 
Finance Committee in order to meet added expenditures. It will be noted 
that in this year’s statement the Association has been relieved of the payment 
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of any rent for office space through the kindness of the Canadian Social 
Hygiene Council who have generously given the Association the facilities 
of their offices. No salary has been paid to any official. 

Attached is the Balance Sheet and the Statement of Income and Ex- 
penditure as presented by the auditors, Messrs. Seburn, Ferguson and Baker. 









To the OFFICERS AND MEMBERS of 
THE CANADIAN PUBLIC HEALTH ASSOCIATION 





We report that we have made an examination of the books of account of the CANADIAN 
PusLic HEALTH AssociATION, as publishers of the CANADIAN PuBLIC HEALTH JOURNAL, 
for the period of Twelve Months ended December 31, 1933. We completed the writing up 
of the books and drew therefrom the Trial Balance as at December 31, 1933; calculated the 
amount of unexpired subscriptions from the list thereof supplied us, and prepared the following 
appended exhibits: 
Exhibit 1—Balance Sheet as at December 31, 1933. 

—— of Income and Expenditure for the year ended December 31, 

1933. 














CERTIFICATE 


We hereby certify that the Balance Sheet appended as Exhibit 1, and the related State- 
ment of Income and Expenditure, Exhibit 2 hereto, are in our opinion properly drawn up so 
as to exhibit a true and correct view of the affairs of the Association as at December 31, 1933, 
according to the best of our information, the explanations given us, and as shown by the books 
of the Association. 

All of which is respectfully submitted. 






ToRONTO, FEBRUARY 20, 1934. 
(Signed) SEBURN, FERGUSON & BAKER, 
Chartered Accountants. 


CANADIAN PUBLIC HEALTH ASSOCIATION 
BALANCE SHEET 
DECEMBER 31, 1933 





ASSETS 
Current Assets: 













CE i I NNR i ordi ceo o ae Cae s dle do RR ae $1,605.91 
Accounts Receivable—Advertising.................... $525.60 
CaCI 65609586 0 a 8 5g Bole 66.83 
NUNES iii wie rar awed enleen SRO 55.86 


Deposit with Postmaster 
Deferred Charges 


Totat CURRENT ASSETS 






Fixed Assets: 
een eee POON COUNMNN S55 i vd cow Sapte ecgakiseeeeeee $1,000.00 
Office Equipment 35.00 


Tora. FIXED ASSETS 


ToTtaL ASSETS 











Current Liabilities: 


DD FON BUDO Soci ci na dh ec txvaiadedigeletmaers $ 521.94 
ve Oe ae err ee 102.81 
PN NNO CS 2x o' cS Succes dsc Ceeeee sas Coenen eens cael 268.45 


IN bon is nc 0 6 hod 6 5'p nx tata tiga ade anes 


Torta LIABILITIES 








334 CANADIAN PUBLIC HEALTH JOURNAL 


Seer bie Tammany 4 TORS oss 6 bGa Sioa eke dines. tewess seks $1,298.73 
Add: Net Income for year ended December 31, 1933............ 78.63 
Add: Honoraria (1930) and Rent claim (1931) cancelled......... 540.00 
Sunrivse—December Bi, 1068 ..o. noon cic ccc tac cc ewes 2,217.36 
Tora LIABILITIES AND SURPLUS...............-. $3,310.56 


Attached to and forming a part of our Report dated February 20, 1934. 


STATEMENT OF INCOME AND EXPENDITURE 


FOR TWELVE MONTHS ENDED DECEMBER 31, 1933 


INCOME 
PPS SoA hrs aes keleR ace en ak Doce eaee her tems aes $4,058.74 
PURER MUNIN 5 Goa. Oo. tec ao vie XC das owe a eee ee Re ee 2,704.55 
NIN UNIID 5 5555. sw ce ihe See enne tan seer ares Ronee 400.00 
UUEUUE MRO. 6 aoe 6 hos cone tks we Gare deo Cane scene ecken ba 108.45 
SONS TQONE a iiss. o soe ctendn regedceses citews Saeven $7,271.74 
EXPENDITURE 
NN oo a dec Akin SK EKA ERE AE De PAE eee SOEs baw eau $4,476.20 
CN ET COR 5.055 as cis ed la vino sd ote Kare buen au aee Rew eee 135.91 
Postage on Magazines and Mailing Cost......................000- 369.63 
RDI sks a 0a a kind os ce bs he eA +b MADORR Ckn aS 463.05 
Honoraria and Stenographic Services... ..........ccsccecccseccses 496.50 
CRANE CED IRB Sno ws Ku s0w Hedics see evedeaeakes 266.82 
ae eee os eee ere 171.69 
NN RENNES 5 oS 5 soc'n vd ok ds sub ens k Lees ee ees apa seen 140.56 
MND. 55 555 Soe 6.0: s'e nian eee Wiel Seb els wea ae nee 257.08 
SOUR FIEND. sis sie kbc b pgs OCR ARERR AST EOE Vee ED cess 60.70 
TU EP EN TAENS ois Sia: 6 eG Sa RR eee Oe Edd leas oe bbs See os 54.97 
ToTaL EXPENDITURE............ Peet eet Aaa $6,893.11 
Net IncomE—for year 1933—Carried to Exhibit 1..... 378.63 


Attached to and forming a part of our Report dated February 20, 1934. 


All of which is respectfully submitted. 
C. P. FENwIick, Treasurer. 


REPORT OF THE EDITORIAL BOARD 
1933-1934 


OREMOST among the activities of the Association is the publica- 
K tion of the CANADIAN PuBLIC HEALTH JOURNAL. The Editorial 

Board is pleased to report another year of more than satisfactory 
progress. 

In 1928, when the Association assumed responsibility for THE JOURNAL, 
it was hoped that within a short time an editor and office assistants might be 
supported in part from the revenue of THE JOURNAL. Owing to general 
economic conditions sufficient support did not materialize and we had to 
face the necessity of having an increasingly larger measure of responsibility 
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assumed by the local members in regard to details of publication, etcetera. 
After careful consideration it was decided to replace the existing board of 
some thirty-five members with a smaller group, the members of which would 
be in a position to meet frequently and give considerable time to the needs 
of THE JOURNAL. This change was effected in January, 1933, and more than 
a year’s trial has completely justified it. It is fully realized that THE JoURNAL 
would profit by having representatives resident in the various parts of Canada 
if we were in a position to have a full-time editor, but under the circumstances 
the work of THE JOURNAL must be done largely by a local group. 

Again the Board has found it no small task to serve the multiple interests 
of the sections of the Association through the medium of a monthly journal in 
which space is limited. Every effort was made, however, to plan well balanced 
issues that would best meet the needs of the health officer and his co-workers 
in the field of public health. During the year sixty-six leading articles and 
twenty-three editorials were published. The department of PuBLic HEALTH 
NURSING appeared seven times; LABORATORY, eight; PUBLIC HEALTH EN- 
GINEERING, four; EPIDEMIOLOGY and VITAL Statistics, five; and Foop, 
DRUGS AND NUTRITION, once. Thirty-eight books were reviewed and seventy- 
five articles in other journals were abstracted in the department of Current 
Health Literature. In January, 1932, THE JOURNAL was reduced from seventy- 
two pages to sixty-four, owing to the decreasing revenue from advertising. 
Continued reduction during 1933 made extremely difficult the prompt pub- 
lication of the many excellent papers from the three meetings—the meeting 
of the Laboratory Section in December, 1932, the meeting of the Ontario 
Health Officers’ Association in May, and the annual meeting of the Association 
in Saint John in June. The problem was aggravated by the large number of 
papers received from other contributors. 

An interesting feature of THE JOURNAL which first appeared in 1933 is the 
quarterly letter from Great Britain, which Dr. George F. Buchan, medical 
officer of the Willesden Urban District Council, Kilburn, London, kindly 
undertook to prepare at the request of the Editorial Board. The publication 
of this quarterly letter of news relating to recent developments in public 
health in Great Britain has been welcomed by readers of THE JOURNAL 
and we are indeed fortunate that Dr. Buchan, who is one of the outstanding 
public health authorities of England, has undertaken to contribute this 
letter regularly. 

Encouraged by the success of the first MILK NUMBER, which was pub- 
lished in 1932, the Board arranged for the publication of a second MILK 
NUMBER in January, 1934. The number was designed to be a handbook of 
information on safe milk for the guidance of the health officer and all others 
who are interested in this aspect of preventive medicine. As in 1932, so 
many requests for additional copies were received that the available supply— 
five hundred copies—was soon exhausted and it was necessary to reprint the 
number in the form of a fifty-two page booklet which was issued as the third 
in the Association’s Reprint Series. To date more than 900 copies of this 
reprint have been distributed in Canada and the United States. The number 
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has been the subject of laudatory editorial comment in various journals and 
newspapers and the many expressions of appreciation that have been received 
from our readers indicate the very considerable interest in this issue, the 
success of which was made possible by the generous co-operation of the 
municipal and provincial departments of health. 

During the year arrangements were completed for the preparation of a 
series of historical articles on the development of public health in each of the 
provinces of Canada. The first of these, an introductory article by Dr. 
J. J. Heagerty, appeared in the February 1934 issue and was followed in May 
by a most interesting outline of the development in the province of Quebec. 
Subsequent issues will contain other articles and it is hoped later to republish 
the series as a reprint which will constitute an interesting and valuable record 
of the early days of public health in the Doninion. 


Circulation.—In spite of the difficult times, the circulation has continued 
to show a slight but promising increase. For the six months ending December 
31, 1933, the average monthly distribution was 2,832 copies, as against 2,799 
for the same period in 1932. The number of regular paid subscribers in April, 
1934, was seventy-six more than in January, 1933. As in 1932, the special 
offer of two years’ membership for one dollar was extended to members of 
the graduating classes in medicine in Dalhousie, McGill and Queen’s uni- 
versities and the universities of Alberta, Toronto and Western Ontario, as 
well as to students in public health nursing in McGill University and the 
University of Toronto. More than one hundred and seventy-five students 
took advantage of this opportunity. In addition, group membership was 
offered to members of the Community Health Association of Greater Toronto 
and thirty-six subscriptions were received. The Association again had reason 
to be grateful to the provincial departments of health for enrolling as mem- 
bers their medical health officers, nurses, and other personnel. Their contin- 


ued co-operation, in the face of drastically reduced budgets, merits our 
heartiest appreciation. 


Advertising.—The figures on Journal advertising are likewise encouraging. 
The revenue from this source from January to December, 1933, was $250.74 
more than in 1932. Twenty-three companies or institutions were represented 
in the advertising columns during the year and this number undoubtedly 
could have been increased had it been possible to undertake an extensive 
campaign of solicitation. Without any salaried office assistants this was not 
possible. In the fall of 1933 a serious effort was begun to acquaint the leading 
advertisers and agencies in Canada and the United States with the merits of 
THE JOURNAL and this is being continued as opportunity permits. As an 
immediate result, two additional companies are represented in THE JOURNAL, 
and it is expected that the effort eventually will produce gratifying results. 

Since the reorganization of the Board in January, 1933, only two changes 
have been made in its composition. In May, 1933, Mrs. Barbara Ross Hanna, 
who had so admirably directed the department of Public Health Nursing 
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since 1931, tendered her resignation, which was regretfully accepted. As Mrs. 
Hanna’s successor we were pleased to welcome back Miss Ethel C. Greenwood, 
who formerly had been associated with the Board as editor of the department 
of Voluntary Health Agencies. In May, 1934, Dr. A. H. Sellers was added 
to the Board to assist in the department of Books and Reports. 

On behalf of the Board I wish again to express appreciation of the ex- 
cellent work of Mr. Robert Randall as editorial assistant. 

All of which is respectfully submitted. 

R. D. DEFRIEs, Chairman. 


REPORT OF THE COMMITTEE 
ON THE FORM OF THE CERTIFICATE OF DEATH 


N view of the contemplated revision of the death certificate by the Dominion 
I Bureau of Statistics in consultation with the Provincial authorities, a 
committee was constituted in the School of Hygiene, University of Toronto, 
in September, 1933, to study the present certificate and to offer any recom- 
mendations which might result from the study re (1) the form of the question 
relating to cause of death; (2) ancillary questions on the medical portion of 
the form; and (3) questions on the civil certificate. In view also of the value 
of the so-called confidential death certificate, a study of this method of certify- 
ing was included. 


Part I.—THE Form OF QUEsTIONS RELATING TO CAUSE OF DEATH 


The Present Certificate is Unsatisfactory. There is among practising 
physicians a general feeling of uncertainty as to what precisely is desired in a 
statement of cause of death on the present medical death certificate. This 
uncertainty is reflected in the considerable number of certificates which have 
to be returned to physicians for further or more explicit material. There is 
no doubt that the defectiveness of some returns and the questionable re- 
liability of others is in a large measure due to the fact that the exact significance 
of the two questions relating to cause of death on the Standard Death Cer- 
tificate is not clear to the certifying practitioners. 

In its studies the committee considered at length the medical certificates 
in use in other countries including also the certificate embodied in the report 
of the subcommittee on Cause of Death to the League of Nations Health 
Committee in 1925. 


Principal Cause 
Immediate Cause 


Causes antecedant Gee Se ok vkcscceSk ede cee eee 
to above in order 
of relationship CM evivdcnsineecwacwsas bate cee sem cack 


Independent Contributory Causes, 8... 22. cece ccccceencncncnceeeeeneetenseeneess 
if important, not causally related 
ECM = a cate eahe oa ei ea teiuie a atalate Parletae Mine ee eorea ea 
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This certificate and the one now in use in England and Wales, which is 
based upon the principles of the International form, were felt to be of great 
merit since they embody all the considerations which experience has shown 
to be necessary to the intelligent selection of a single cause for tabulation in 
a clear and logical manner. They establish the two relationships which are of 
value in vital statistical practice, namely, (1) relationship of causation and 
(2) relationship of importance. In so doing, statement of duration is rendered 
unnecessary and the two types of contributory causes—‘‘related” and “‘not 
related”’ effectively separated. 

The certificate now in use in the United States asks ‘principal cause and 
related causes of importance in order of onset’. The term “principal cause” 
requires careful definition. Dates of onset are requested. The adoption of a 
different form in the State of Minnesota seems to bear out the fact that this 
new form has not been entirely acceptable. This certificate asks ‘primary 
underlying cause’’, but fails to separate types of contributory causes. 

The medical certificate in use in Switzerland calls for the two relationships 
between jointly stated causes which are important to the tabulator, thus: 


MEDICAL CERTIFICATE OF DEATH—SWITZERLAND 


(1) Primitive disease or primary cause 


(2) Consecutive disease and immediate cause of death 


(3) Contributory diseases or circumstances worthy of mention 


The committee considered, however, that the terminology employed in 
this form lacked clarity, since it would be necessary to define “‘primary disease”’, 
and ‘immediate cause”’. 


Preliminary Study and Findings 


The committee decided finally to consider only two forms: (1) a modi- 
fication of the International form proposed in 1925, similar to that in use in 
England and Wales (A), and (2) a modification of the form introduced for use 
in Minnesota in 1930 (B), “‘terminal cause’’ being added. 


MepbIcAL DEATH CERTIFICATE A 


Immediate Cause* [OP io Sat eeeasnieties fax Peake eee 
Morbid Conditions, if any, giving rise to due to — 
immediate cause (stated in order pro- CD) ook done GR & mec Sardewaleteaee eee 
ceeding backwards from immediate cause due to , 
Se) 6 ta Sia ewe PCO NRO Oe eR ee 
II 


Other morbid conditions (if important) 
contributing to death but not related to 
immediate cause 


*This means the disease, injury or complication which caused death—Not the mode of 
dying, as, e.g., heart failure, asphyxia, asthenia, efc. 
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MeEpDIcAL DEATH CERTIFICATE B 


The UNDERLYING CAUSE (ONE) TO WHICH THIS DEATH SHOULD BE ATTRIBUTED IN MEDICAL 
RECORDS i 


The merit of these two forms was investigated by submitting, consecu- 
tively, copies of the forms with twenty clinical abstracts of fatal cases, to 
physician-members and associate-members of the School of Hygiene. Thirty- 
three sets of replies (660 certificates) were returned. Subsequent to this 
trial, the two forms were submitted concurrently to a group of internes and 
practising physicians in a similar fashion. Nineteen sets of replies (380 
certificates) were returned. 

The returns received in these trials were carefully studied. The result 
of the analysis did not demonstrate definitely that the one form was superior 
to the other. However, the procedure in form A, though logical, is quite 
novel whereas form B resembles more closely the form now in use. For this 
reason then, form A might be expected to be confusing to physicians and give 
a poorer apparent result. It is, moreover, true that the logical sequence of 
form A renders a request for ‘‘duration’’ almost entirely unnecessary. Form B 
fatls to elicit clearly contributory causes ‘‘related’”’ and “‘not related’. 

On March 13, 1934, a meeting was convened by Mr. E. S. Macphail of the 
Dominion Bureau of Statistics in Ottawa. The findings of the committee 
were presented and discussed. It was decided that the forms studied by 
the committee should be submitted to a further field trial. Modifications of 
the terminology used on the forms studied by the committee (Forms A and B) 
were suggested and the final form which the two certificates took evolved 
from the suggestions made at this meeting. These forms will now be referred 
to as ‘‘A-amended” and ‘‘B-amended”’. 


Formal appointment of the committee by the Section of Vital Statistics 
was made following this conference. The committee is comprised of the fol- 
lowing members: 

Dr. M. R. Bow, Dr. Wm. Warwick, Dr. Paul Parrot, Mr. E. S. Macphail, 
Mr. S. J. Manchester, Mr. T. E. Ashton, Dr. H. E. Young, Dr. E. Gagnon, 
Dr. R. D. Defries (chairman) and Dr. A. H. Sellers (secretary). 


Field Trial of Amended Forms in Montreal and Toronto. 


Form ‘‘A-amended”’ is a modification of the International form proposed 
by the subcommittee constituted of Drs. Stevenson, Rosenfeld, Roesle and 
Davis in 1925 and similar to the form now used in England and Wales. 
“Duration” was added in this trial. 
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MEDICAL CERTIFICATE A-amended 


I. Duration 
Disease, injury or complication which GRD os x cued rai RO ee ee revi 
caused death 
Morbid conditions, if any, giving rise due to 
to (a), (stated in order proceeding GOP. occlattes ose uae ere es Mes ee ee 
backwards from (a) due to 
G8 se Reet eta eee ee ces 
af. 


Other morbid conditions, (if important) 
contributing to death but not related 
to (a 


Form ‘‘B-amended”’ is a further modification of form B used earlier in the 
studies at the School of Hygiene, ‘“‘underlying cause’’, etc., being replaced 
by “‘Morbid condition or injury which initiated the train of events leading to 
death’. ‘Terminal cause of death” was changed to “terminal morbid con- 
dition’. Instead of ‘“‘contributory causes of importance’’, separate places 
were provided for “contributory morbid conditions related to (2)”’ and 
“not related to (2)”. 


MEDICAL CERTIFICATE B-amended 
Duration 
FEF preemie SMR UNNn GUINRMINR ic Soricd cas Sa oe Ado fie hace PEMA ee SeaLe ew nace te dem 
(2) Morbid condition or injury responsible for 
train of events leading to death 
(3) Important contributory morbid conditions: 
Related to (2) Duration Not related to (2) Duration 
(complications or sequelae) 


PD Rah oc kin he te eh eed 


Procedure 


The co-operation of the superintendents of several of the larger hospitals 
in Toronto and Montreal was secured and the two new forms submitted to the 
internes or other hospital staff. For the Montreal group the forms were 
translated into French. Examples were provided on the reverse side of the 
forms in each case. 

Physicians certifying a death were asked to fill in the amended forms 
after having entered their data on the standard form. Each form was used 
for a period of two weeks. Form A-amended was submitted first and then 
B-amended. By May 16 all data collected both in Toronto and in Montreal 
were assembled. In both cities, the data as recorded on the standard form 
were available for inclusion in the study for comparison. 


Trial of Suggested Medical Certificates of Death in Toronto Hospitals 


A group of 126 completed certificates were received; 79 of these were on 
form A-amended and 47 on form B-amended. 


(1) The Standard Medical Certificate of Death in Toronto 
Of the 124 cases for which the entries made on the standard form were 
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available, in 86, entries were made both under contributory cause and cause 
of death. In 37 of these 86, or in 42 per cent, the disease taken as cause of 
death was found under contributory cause. In 4 cases both the cause and 
contributory cause which were taken were found under contributory cause. 
Hence, in 41 out of 86, or 48 per cent, the form was incorrectly used and in 
these the statement made by the physician on the standard form under cause 
of death could not be accepted for allocation in the light of standard practice. 


(2) The Medical Certificate A-amended in Toronto 


Forty-two physicians sent in one or more of the 79 returns made. Ap- 
propriate rulings were adopted as a basis for judging the results. 
The following table is a summary of the 79 forms reviewed: 


SUMMARY OF MEDICAL CERTIFICATE A-AMENDED, IN TORONTO 


Cause 
Cause under Group I under Group II 


1 2 3 | 4 | 5* 6* 


Order of statement |Order incorrect lOrder correct | Misplaced [More Cause for 

correct; certificate |but allocation |proceeded too|contributory than | allocation 

clear for allocation |clear (e.g., a far back- |cause lone out of place 
reversal of wards, \belonging cause 
order of state- jallocation _{under II under I | 
ment) (one case |clear Not clear\ 





Some of the probable advantages of this form are brought out by the 
following: 

1. In one case the certificate elicited the statement “miliary tuberculosis’’ 
due to ‘pulmonary tuberculosis”. On the standard form the “‘pulmonary 
tuberculosis’ did not appear. 2. ‘Cerebral haemorrhage’’ due to ‘“‘chronic 
nephritis” stated in one case. No mention of “nephritis’’ on the standard 
form. 3. One case of accidental death. Certificate A-amended elicited ‘“‘fall’’ 
due to ‘epileptic seizure’. No mention was made of “epileptic seizure”’ on the 
standard form. 

Conservatively, 72 out of 79, or 90 per cent of the certificates were used 
correctly, the desired disease entity appearing as the last entry under group I 
causes or in such a position as not to invalidate or cloud the issue. In prob- 
ably all but one case, the form provided material which presented a clear enough 
picture of the case to enable accurate allocation to be made readily. 


(3) Medical Certificate B-amended in Toronto 


Thirty-one physicians sent in one or more of the 47 replies available for 
study. Appropriate rulings were adopted as a basis for analysis as before. 
The following table presents an analysis of the study of form B-amended. 
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SUMMARY OF MEDICAL CERTIFICATE A-AMENDED IN TORONTO 













Details all correct—clear for RN a2 Ste ao ee ee woe ao 
One entry only—made as “Terminal morbid condition’”—clear................. 7 
Disease to which death should be allocated under question (1), no entry under 
question (2), but “Contributory causes” given... ...........cccccececccscnces 
Diseases to which death should be allan under complications and sequelae 
and complications stated in questions (1) and (2) 2 
PPDAE HIG EAT UNE. ooo eis Higbee CU bach eR Aw Rees eee eee 3 
Correct otherwise but contributory causes misplaced.......... didebmsctewaaa ss 2 
Otherwise incorrect 2 


- Sr 


NS 





One thing which seemed clear in reviewing these forms was that the place 
for “terminal morbid condition” was not used for the purpose for which it 
was intended (vz., to provide a place for such statements as heart failure, 
uraemia, pulmonary oedema, efc.), except in a few cases. In 7 instances 
where one entry only was made, namely, the disease to which the death would 
be allocated, this entry appeared under ‘‘terminal morbid condition’’. One 
would think that this is an unfavourable outcome with this form. It upsets 
the references to question (2) made under contributory causes in those cases 
where a disease is entered under “terminal morbid condition” and the con- 
tributory causes stated in reference to question (2), for which the physician 
had recorded nothing. 

As a whole, some 41 perhaps out of the 47 might be classed as satisfactory 
replies, 2.e., 87 per cent. 

In 14 out of the 47 cases or 30 per cent, no entry appeared under ‘‘morbid 
condition or injury which initiated the train of events leading to death”, 
the disease to which the death should be attributed appeared in these cases 
under terminal cause. 

The forms received from two Montreal hospitals were also submitted to a 
careful study. Ejighty-two returns in all were completed, 31 being on form 
A-amended and 51 on B-amended. Further details are omitted because of 
lack of space. 

























Discussion of Field Trial in Toronto and Montreal 





(1) In the Montreal cases fewer physicians took part (10) than in Toronto 
(42). 

(2) In the 208 returns (126 in Toronto, 82 in Montreal) duration was a 
definite aid to a clear understanding of the cases in not more than a couple 
of instances. 

(3) It was evident that the standard form was not properly used in a 
large number of cases, and the trial forms tended to elicit information not 
recorded at all on the standard form. 

(4) In general there was a definitely more favourable reaction to form 
A-amended. 

5. In almost all the certificates returned it would have been possible to 
code them fairly intelligently with accuracy. 

6. In several instances in the trial of form B-amended, debatable points 
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would have been cleared up by the sequence of events as called for on form 
A-amended. 

7. Medical certificate A-amended is a modification of the form outlined 
and suggested in principle for International use at Geneva in 1925. (Vide 
supra.) In a modified form it has been used in England and Wales since 
1927. 

8. Medical certificate A-amended provides questions which elicit all the 
data needed. It establishes relation of causation and of importance needed. 
It renders the request for duration unnecessary if it be desired to omit it. 
It is clear and logical. 

(9) Medical certificate B-amended does not elicit the logical picture 
given by form A-amended. The studies demonstrated that the question 
“terminal cause’”’ introduced in this form was not used for the purpose for 
which it was intended. An error in entering statements under (2) will 
effectively obscure the certifier’s viewpoint. Its logic is disturbed. 


Part II.—SuUGGESTED CHANGES IN SECTION 18 AND FOOTNOTE 


This section comprises subsidiary questions relating to operation, autopsy, 
violent deaths, etc. 

At the conference of the committee with Mr. E. S. Macphail at Ottawa, 
suggested revision of the questions included in section 18 was discussed. 
Fully realizing that the amount of space available is limited, the following 
recommendations are made: 

(1) That the question, ‘Where was disease contracted if not at the place 
of death?’’, be omitted from the certificate. 

(2) That the questions concerning operation be revised to read ‘‘Was there 
a surgical operation?” ee Ge 
“Date of operation” 

(3) That the footnote respecting deaths from violent and accidental 


causes be deleted and the following questions added to section 18 of the 
standard form: 


“If death is due to external causes (violence) fill in also the following: 


Date of injury 
“Manner of injury 
“Nature of injury 


(4) That the question, ‘“Was deceased pregnant at the time of, or one 
month prior to death?”’, be added to section 18 of the standard form. 


Part IIJ.—SuGGESTED CHANGES IN THE CIVIL PORTION OF THE STANDARD 
CERTIFICATE 


The recommended changes following the conference with Mr. E. S. 
Macphail are as follows: 


(1) That the following questions replace section 9: 
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Occupation of Deceased 

(a) Trade, profession or kind or work, as spinner, teamster, 

CE in Siaidind Swen inddeidetetaseh edia 

(b) Kind of industry or business, as cotton mill, lumbering, 

NES 35k see dixicl os heeds aoe been k iene es wedcie 

(c) Date deceased last worked at this occupation 

Total years spent in this occupation...................... 

(2a) That the question re length of residence (section 10) be moved up 

from section 9 to section 2, directly following statement of ‘‘Place of death’. 

(2b) That the wording of the question be changed to: 
“Length of residence (in years, months and days): 


(a) In city, town or township where death occurred 
Cp SPIN « 5 iis 6h49:69 9 308s craven Seema kere 


(ey ek: Eee ae OE ik. kkk ea eh eis ec ces 
(3) That “name of informant” be changed to “signature of informant”. 


PART IV.—PRELIMINARY STUDY OF THE ‘‘CONFIDENTIAL DEATH CERTIFICATE” 


In view of the value of the so-called ‘‘confidential death certificate’”’, 
a study was made by the committee of such methods used in other countries. 
Switzerland has been using one such system since 1900 and has reported a 
marked increase in deaths certified as due to syphilis and certain other causes. 
Holland is using a similar but simpler routine. Certain larger centres in 
France and Belgium also provide for a confidential report on ‘‘Cause of Death” 
by the physician. 

A five year study of the use of the Swiss ‘‘confidential death certificate”’ in 
Niirmburg, Germany, indicated that the ‘“‘method was reliable, and an advance 
in statistical reports of cause of death’’. Alcoholism and venereal diseases 
were the conditions regarding which the procedure was particularly effective. 
This and other surveys have demonstrated that confidential certification 
has merit and gives more reliable information than that elicited by present 
procedure. 

The committee feels that the idea of ‘confidential’ certification is of 
merit and deserves further study. 

All of which is respectfully submitted. 


A. H. SELLERs, Secretary. R. D. DEFrieEs, Chairman. 


WING to limitations of space a detailed statement of the few changes 
which were made in the report cannot be presented. Adoption of 
Medical Certificate A as presented on page 338, instead of Medical 


Certificate A—amended, was the most important of these changes. The report 


as amended was approved by the Section of Vital Statistics and accepted by 
the Association. 
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THE ANNUAL MEETING 


HE annual meeting of the Association held this year in the city 
of Montreal is over and only its achievements remain to be 
recorded. Those fortunate enough to have been present will 
carry with them pleasant recollections of the gracious hospitality of our 
hosts, led by the genial president and his colleagues. They will recall 
the interest of those in attendance as manifested by their keen participa- 
tion in discussions and their desire to miss nothing of what was said 
by any or all of those taking part in the programme. 

But what of the achievements noted as being specially worthy of 
recording? There was more than hospitality freely tendered and 
graciously received; there was more than spirited discussion of papers 
well presented. There was manifest evidence, first, that those in the 
field of public health, irrespective of whether they come from the East, 
West or Centre, whether they are serving in a humble capacity in some 
out-of-the-way community or are responsible for the direction of a 
comprehensive programme in a large urban centre, all seemed charged 
with an earnestness that could not fail to impress both the regular 
convention attender and those that were present at such a gathering 
for the first time. There was an undercurrent of interest and enthusiasm 
which boded well for the future of public health in this country; and, 
further, there was mutual appreciation of the objectives and accomplish- 
ments of those who, while imbued with similar ideals, expressed them- 
selves in different languages. 

From the standpoint of the Association the twenty-third annual 
meeting has been most important. To even the casual observer the 
extent of the work of the Association through its various Sections and 
national committees was very evident. There was a new sense of the 
possibilities of the Association, of its importance to every member in 
advancing the prestige of his or her work, and of its leadership in the 
broad field of public health. The fact that the meeting this year was 
a joint one with the Canadian Tuberculosis Association added both to 
the attendance and the interest. Such joint sessions are of decided 
value and none has proved to be of greater helpfulness than this meeting 
with the leaders in the tuberculosis field. 
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QUARTERLY LETTER FROM GREAT 
BRITAIN 


Georce F. Bucnuan, M.D., F.R.C.P., D.P.H. 
London 


MILK 


LL England at the present mo- 

ment is discussing the question 
of milk. Committees have interviewed 
the Minister of Health and the Min- 
ister of Education as to a supply of 
milk for school children and the Milk 
Marketing Board have a scheme by 
which they propose to put “accredit- 
ed” milk on the market, “‘accredited”’ 
milk being milk of a recognized stan- 
dard of cleanliness. The Society of 
Medical Officers of Health has empha- 
sized the importance of securing that 
any milk supplied to the public should 
be safe milk and there the discussion 
would seem to end, for this, after all, 
is the point which matters. Unless it 
can be reasonably guaranteed that the 
milk supplied will not produce disease, 
the consumption of more milk in this 
country is likely to do as much harm 
as good. Certified milk, pasteurized 
milk and boiled milk all have their 
advocates and it will be interesting to 
watch what the final solution of this 
rather complicated but important prob- 
lem will be in this country. There is 
little doubt that round about ten per 
cent of the milk coming into the town 
from the country in England is tuber- 
culous. The eradication of tubercu- 
losis from milk herds will no doubt 
take a long time. Meantime some pal- 
liative measure requires to be applied 
so that milk supplied to the public is 
free from tubercle and other diseases. 
At the present time the majority of 
those who have given consideration 
to the subject favour pasteurization of 
our milk supplies and probably this 
method will be more generally adopt- 
ed in this country in the future than 
it has been in the past. 


THE ROYAL COLLEGE OF PHYSICIANS 


connection with the matter of 
the milk supply the view of the 
Royal College of Physicians is particu- 


larly interesting. Hitherto that body 
has not been specially concerned with 
public health but under the presidency 
of Lord Dawson a considerable change 
in the outlook of the College has 
occurred. At one of the recent meet- 
ings of the College the subject of 
milk was considered and the resolu- 
tions of the College led by Lord Daw- 
son are to be commended as excellent 
foundations for the present campaign. 
The College expressed itself as satis- 
fied— 

(1) that a daily ration of milk is 
important for the growth and 
health of children, 


(2) that the risk of tuberculosis 
and other diseases following 
the consumption of raw milk 
is considerable, 


that such risk can be obviated 
by the use of milk submitted 
to low-temperature pasteuriza- 
tion, as defined in the Official 
Order, 


that such pasteurization does 
not materially interfere with 
the nutritive value of the milk, 


(4) 


and the College, while realizing the 
importance of the production of milk 
from cows free from infection and 
under conditions of cleaniiness, re- 
commended— 


(a) that local sanitary authorities 
should be given power to re- 
quire that milk sold within 
their areas should be pasteur- 
ized under official control. 


that steps should be taken to 
permit of the pasteurization 
and sale, as such, of milk from 
tuberculin-tested herds, and 


that in areas where adequate 
pasteurization is at the moment 
impracticable, milk should be 
boiled before use. 
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THE OPENING OF THE SHENLEY 
MENTAL HOSPITAL 


HE County of Middlesex within 

recent years has expanded enor- 
mously and its population is now in 
the neighbourhood of two millions. 
New works are constantly being 
accomplished for the good of the 
public. There is, for example, at the 
present moment in the west of the 
County a sewerage scheme in the 
course of completion at a cost of 
something like £7,000,000. 

Thursday, 3lst May, 1934, saw the 
opening of the Middlesex County 
Mental Hospital at Shenley. This 
Hospital when completed will have 
accommodation for some 2,000 pa- 
tients and about 500 staff. The portion 
which was opened on Thursday is 
complete for more than half the ulti- 
mate content. The ceremony was a 
brilliant one and was performed by 
His Majesty the King, who was 
accompanied by Her Majesty the 
Queen. After the opening ceremony 
the King and Queen made a tour of 
some of the buildings. The policy 
which has guided the architects in the 
construction of the hospital has been 
to eliminate the element of strangeness 
and as nearly as possible to approxi- 
mate to home conditions on communal 
lines. The hospital is therefore planned 
on the villa system with small nursing 
units ranging from 20 to 45 patients. 
Patients dine in their own unit dining 
rooms and there are occupational 
buildings for men and women and a 
large recreation hall equipped for 
cinema performances and for talking 
pictures and wireless relays. The 
beauty of the park in which the hos- 
pital has been built has been preserved 
as far as possible, the trees and flower- 
ing shrubs and all the natural beauties 
of the site having been incorporated 
in the general layout of the grounds. 
The hospital is well worth a visit. It 
perhaps is a blot on the general pre- 
ventive outlook in mental work but so 
far as cure and prevention run side 
by side, the provision of this hospital 
is to be commended. It will be 
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equipped with the latest and most up- 
to-date means by which, in the words 
of Macbeth, to 

. minister to a mind diseas’d, 
Pluck from the memory of a rooted sorrow, 
Raze out the written troubles of the brain.” 


CHILDREN AND YOUNG PERSONS 


YEAR ago I referred to Infant 

Life Protection and the transfer- 
ence of the supervision of foster child- 
ren from the Poor Law to the Public 
Health Service. The Children and 
Young Persons Act was passed in 
1932 but only Part V dealing with 
Infant Life Protection came into oper- 
ation on January Ist, 1933. The re- 
mainder of the Act together with the 
Children Act, 1908, other than the part 
relating to Infant Life Protection, has 
now been consolidated in the Children 
and Young Persons Act, 1933. This 
Act came into force on November Ist, 
1933. It is really the outcome of the 
report of the Departmental Committee 
on the Treatment of Young Offenders 
1927 and makes important changes in 
the treatment of juvenile offenders 
and of children and young persons in 
need of care and protection. 

One of the objects of the new Act 
is to secure the closer association of 
local authorities with the work of the 
Juvenile Courts. 

The Act gives effect to the recog- 
nized need for studying the individual 
and his circumstances with the view 
of preventing him from following the 
path of anti-social conduct and also 
to the knowledge that bad surround- 
ings lead to delinquency so that those 
who suffer from neglect need to be 
looked after equally with those who 
are found committing offences. 

It is now possible for a child who 
through lack of proper parental con- 
trol is in danger of falling into bad 
associations to be taken before a 
Juvenile Court and the Court have 
power to send the child to a Home 
Office School or to place it with suit- 
able relatives or other fit persons or 
to order it to remain under probation. 

The Act also gives recognition to 
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the principle that in dealing with the 
problem the co-operation of many 
agencies is necessary—the Justices, 
Education Authorities, Police Author- 
ities, Probation Officers and other 
social workers. 

The primary responsibility for 
bringing before the Court any child 
or young person in need of care or 
protection is now placed on the local 
authority instead of on the police. 

In order to assist the Court to de- 
cide how best to treat children and 
young persons brought before it either 
as offenders or as needing care or pro- 
tection, it becomes the duty of the 
local authority to make such investiga- 
tions and to render available to the 
Court such information as to the home 
surroundings, school record, health 
(including mental state) and character 
of the child or young person as appear 
to be likely to assist the Court. 

The Act further institutes a new 
system under which a local authority 
may accept the care of children and 
young persons for the purpose of 
placing them with suitable foster par- 
ents and the Secretary of State has 
made rules as to the conditions under 
which children and young persons 
shall be boarded out by local author- 
ities. A child cannot be boarded out 
without the certificate of a medical 
officer as to bodily and mental health 
and suitability for boarding out. 
Medical attention including dental 
treatment must be available for each 
child. The local authorities have to 
arrange for the visiting and super- 
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vision of the children they have board- 
ed out. 

With regard to mental defectives, 
it is the intention of the new Act that 
a child or young person brought be- 
fore the Court and found to be defec- 
tive and not merely backward should 
receive the treatment which his mental 
defectiveness requires under the ap- 
propriate acts rather than that he 
should be dealt with by the methods 
designed for the treatment of normal 
or merely backward children. 

The age of young persons is raised 
to include persons under 17 years of 
age instead of under 16 as heretofore. 

The 1933 Children and Young Per- 
sons Act also strengthens the powers 
of the Secretary of State in regard 
to the inspection and control of volun- 
tary homes. Any voluntary home for 
the boarding care and maintenance of 
poor children and young persons, if 
supported wholly or partly by volun- 
tary contributions, is required to fur- 
nish the Secretary of State annually 
with certain particulars. The Secretary 
of State may cause a voluntary home 
to be inspected from time to time and 
he may, with the consent of the Coun- 
cil of any County Borough or County 
District, appoint ‘officers of that Coun- 
cil to conduct inspections on his be- 
half. 

The Act takes a considerable step 
forward in dealing with the delinquent 
child and is likely in the long run to 
have a great influence in preventing 
and reducing criminal offences of 
every description. 


The Editorial Board would appre- 
ciate receiving copies of the JouRNAL 


for February, 


1931. 


Thirty-five cents 


will be paid for each copy. 








PUBLIC HEALTH NURSING 


Mental Hygiene and Prenatal Care 


Mary C. Fercuson, Rea.N. 
Nurse-in-Charge, Victorian Order of Nurses, York Township, Ontario 


S a result of the concentrated 

efforts of doctors and all health 
agencies, the prenatal patient now re- 
ceives daily more adequate prenatal 
care and instruction in an effort not 
only to improve her own physical con- 
dition but also to give the baby a 
healthy body. No one questions the 
importance of this health programme 
and the need for extending it, but it 
is becoming increasingly apparent that 
the prenatal programme is woefully 
inadequate unless the supervision of 
the expectant mother includes a men- 
tal hygiene approach. 

The mental attitude of the mother 
during pregnancy reveals a host of 
mental hygiene problems frequently 
disregarded in the routine care. It 
is obvious that a number of the situa- 
tions revealed are definitely harmful 
to the prospects of rearing the child 
successfully and certainly to the 
mother’s mental and physical health. 
Accompanying the physiological 
changes which occur in pregnancy, 
certain psychological changes are ob- 
served frequently in cases that are 
apparently normal otherwise. Like the 
physical symptoms, such changes must 
be treated or, better still, prevented if 
possible, so that more serious condi- 
tions will not result. In this the nurse, 
having the advantage of the patient’s 
faith and confidence in her profession, 
can play an important part, creating 
a bond of sympathy and understanding 
whereby suggestions are taken as 
friendly, interested and personal. 

The attitude of the mother to her 
pregnancy is influenced by many fac- 
tors and is, perhaps, the first mental 
reaction in the mother that we ob- 
serve. Does she dislike the thought of 
pregnancy because the pregnancy now, 
and the child later, will curtail her 
freedom once more, after she already 


has given years of her life to her chil- 
dren? Perhaps it will end a business or 
professional career, or, even worse, 
mean one more mouth to feed in an 
already large family. If so, she may 
be prejudiced against the child from 
the beginning and such unwholesome 
attitudes most surely will interfere 
with emotional tendencies and jeopar- 
dize his after life. Later the child 
will realize that he was unwanted, an 
added burden to the family, which will 
give him, in the popular phrase, an 
“inferiority complex” and_ probably 
make him, in turn, a subject for men- 
tal hygiene study. 

In these cases there is not only the 
mental reaction problem of extreme 
self-pity but also one of intense bitter- 
ness. The pregnancy is resented in 
varying degrees and the mother is in 
a state of emotional turmoil. The pa- 
tient is desperately in need of telling 
her plight to some understanding, 
sympathetic listener. She wants some- 
one to realize that, for her, a baby is 
a tragedy. No good purpose will be 
served by pointing out the right and 
the wrong of her attitude; rather does 
she need sympathy from the nurse 
and, at the same time, new interests 
to take her mind off herself and to 
direct her thinking into other chan- 
nels, if possible. After the nurse has 
succeeded, through her contact, in 
proving herself a friend, the patient’s 
pride can be appealed to, and her 
sportsmanship, her sense of fairness, 
and justice, will assist her in adopt- 
ing a more optimistic viewpoint. 

Does the mother long for her baby 
intensely? She may look on the com- 
ing baby as something belonging to 
her, something she owns, to manage 
and direct, an extremely unhealthy 
mental attitude. As the baby grows 
up, she may so dominate his life that 
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he remains a dependent creature with 
no initiative and no ability to develop 
in his own personal way, becoming 
merely a reflection of his parents. 
Such a mother is surely seriously in 
need of very careful instruction in 
child training and habit formation. 
She, too, should be encouraged to take 
up new activities, to cultivate new and 
absorbing interests that will continue 
to hold her attention after the baby is 
born, making her realize that the child 
is not the “be all” and “end all” of 
her life. 

The mental disturbances, the fear 
and anxiety, caused by the age-old 
superstitions of markings are met with 
daily. It is important to remember that 
the patient has for her belief the very 
excellent authority of mother, grand- 
mother and aunt, and it behooves the 
nurse to be very tactful in dealing 
with these strong personal opinions. 
The nurse must be armed with well 
built up scientific facts, an infinite 
amount of patience and tolerance for 
the mother’s ideas, and an understand- 
ing of how she happens to be afflicted 
with the ideas. Nothing will be gained 
by ridicule. Patients are frequently 
very sensitive and in a confused state 
of mind regarding these “hand-me- 
downs”. However, after several 
friendly visits with kindly, quiet ex- 
planations, a nurse can hope to have 
inflyence. The patient needs informa- 
tion and it is possible that a brief, 
simple explanation of the physiology 
of pregnancy, of the two distinctly 
separate circulatory systems for the 
mother, and babe in utero, and of the 
nourishment of the foetus by the prin- 
ciple of osmosis, might assist the pa- 
tient in establishing a new attitude. 

Then there is the fear, due also to 
lack of information, that the child will 
inherit some undesirable family trait 
such as bad temper or lisping. The 
nurse must be ready to give the mother 
very important information concern- 
ing child training and early habit for- 
mation and will accept the opportunity 
of pointing out to her that habits are 
acquired by imitation and that the 
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parents must assume _ responsibility 
for their personal behaviour. 

The fear of labor is a very real fear 
for some expectant mothers, especially 
for the primiparae and a few who 
have not forgotten their last experi- 
ence. The nurse will listen to many 
tales told the patient by relatives and 
neighbours and will try tactfully to 
refute them. The nurse can assure and 
encourage the patient that, with good 
prenatal care and confidence in her 
physician, she has no particular need 
for fear or doubt. It is important that 
every opportunity be taken to increase 
the patient’s confidence in the physi- 
cian of her choice. 

The attitude of the husband and of 
the other members of the family is 
probably one of the most important 
factors in maintaining the patient's 
good mental health. She must have 
a sympathetic environment and an un- 
derstanding husband who realizes that 
she is not her old self, that she may 
be irritable and impatient, and should 
be considered and humoured. Very 
frequently it is most advantageous to 
talk with the husband alone regarding 
his responsibility in the home and to 
his wife. It is equally important not to 
make an invalid of the expectant 
mother, who may be indulging in so 
much self-pity, enjoying the attentions 
bestowed on her, that she is in danger 
of resigning gracefully to the dependent 
state she is in, ready to enjoy poor 
health. Preparing the family and the 
home for the expected baby is a most 
important consideration. It does seem 
that the children should be prepared 
for the changed conditions and should 
be given by the parents, in simple, 
frank manner, such information as 
will satisfy their enquiring minds. 

There are some causes of emotional 
upsets that are extremely difficult to 
overcome; real financial distress mak- 
ing dependent on charity people who 
formerly were independent, drastic 
reduction in salaries with no assurance 
of work or financial security, are 
causes for real worry. There are also 
those cases where fear of pregnancy 
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and labor are the results of real physi- 
cal handicap; for example, heart con- 
ditions and tuberculosis. The anxieties 
suffered by these classes cannot be 
belittled. They must be faced. What 
can be done for these patients? The 
nurse can at least give genuine sym- 
pathy and understanding and attempt 
to divert the mother’s interest into 
happier channels. 

The position of the unmarried 
mother and her baby presents a group 
of serious problems, including mental 
adjustments of the patient and her 
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family, which will not be considered 
in this paper. 

In conclusion I would like to leave 
with you a question. Which is more 
important, to urge lessons in physical 
hygiene on the expectant mother when 
her mind is in such a state of turmoil 
that she cannot assimilate the lessons 
and really doesn’t care whether she 
does or not,—or to attempt first to 
clear up the varying degrees of men- 
tal distress and then, when the mind 
is in a state of peace with itself and 
the world, to go on to the physical 
problems ? 
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The Seasonal Incidence of Streptococcus 
Haemolyticus in the Throats of 
Normal Individuals* 


Gorpon C. CamMErRON, M.D., F.R.C.P.(C.) 
and 
E. M. Dutton, D.D.S., B.Sc. 


Department of Bacteriology and Pathology, Faculty of Dentistry, 
University of Toronto 


"THE seasonal occurrence of serious 

haemolytic streptococcus infec- 
tions has for many years been a mat- 
ter of common discussion. In Toronto 
obstetricians especially have been in 
the practice of taking special cau- 
tions during the midwinter months 
against invasion of their patients by 
this dreaded organism. Dafoe (1), 
studying cultures of the uterine cer- 
vix, natal and puerperal, during a 
period of two years found that 70 per 
cent of the cultures showing the pre- 
sence of haemolytic streptococci 
occurred during the months of Feb- 
ruary, March, April and May. In 
view of the accepted belief that such 
infections are prevalent in the winter 


and almost absent in the summer this 
study was undertaken to determine 
the incidence of haemolytic strepto- 
cocci in the throats of healthy indi- 
viduals during the winter months. It 
was felt that the throats of apparently 
normal persons are the reservoir from 
which these infections arise. The sub- 
jects conveniently available to us for 
observation comprised a representative 
group of the city’s population. 

At the outset of the study (October, 
1932) no publication of the results of 
a comparable investigation had been 
found. In 1920 Park, Williams and 
Krumwiede (2), in a study of the 
incidence of B. influenzae, recorded 
the frequency of occurrence of haemo- 


*Presented at the Christmas meeting of the Laboratory Section, Canadian Public 
Health Association, Toronto, December 22, 1933. 
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lytic streptococci in the nasal pharynx. 
They reported the presence of these 
organisms in the throats of normal in- 
dividuals as 8 per cent, in the presence 
of “colds” 20 per cent, and in influenza 
cases 55 per cent. The carrier state 
in these individuals was not investi- 
gated. Fox and Stone (3) in 1924 in 
London made weekly cultures from 
the throats of six laboratory associates 
over the course of the winter and had 
by their method found haemolytic 
streptococci to increase in incidence as 
minor respiratory infections occurred 
in the subjects. Blood was not used in 
the medium for the primary cultures, 
however, and the method could hardly 
be effective in determining the absence 
of haemolytic streptococci. Okell (4) 
in the 1932 Milroy Lectures present- 
ed a comprehensive critique of the 
general problem of the invasiveness 
and resulting lesion of haemolytic 
streptococci but their “normal” inci- 
dence was not discussed. 


Procedure 

The 790 subjects for our cultures 
were patients attending the University 
Dental infirmary. Swabs were taken 
as they waited to be examined by the 
dental surgeon who assigned them to 
students for treatment. No history 
was taken as to present or past illness 
and probably some suffered from 
minor respiratory ailments, but all 
were necessarily ambulatory. Ages 
varied from adolescence to advanced 
maturity, and as a nominal payment 
is demanded from these patients they 
did not represent a class negligent 
about cleanliness. All districts of the 
city and its environs were represented. 
Swabs were taken from eight patients 
each day, Sundays and the two weeks’ 
Christmas vacation being the only 
omissions. No patient would be ex- 
amined more than once unless he were 
re-attending after previous discharge. 
It is to be noted that not all available 
patients were examined as we felt that 
reliable information could be gained 
by taking eight as a representative 
a of different individuals each 
ay. 
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Culture Method 


The medium used was meat infu- 
sion agar containing 10 per cent 
citrated human blood. It was poured 
in 10 cc. amounts into 9.0 cm. Petri 
dishes. The swabs, which had been 
copiously moistened by vigorous appli- 
cation over the fauces, were promptly 
taken to the laboratory and the plates 
were inoculated within half an hour. 
A plate was divided into four concen- 
tric sectors by two diameters at right 
angles so that two plates sufficed for 
each day’s cultures. The method of 
spreading was, we feel, adequate to 
provide cultures which could be satis- 
factorily observed. The swab was 
rolled and rubbed over the broad outer 
end of the sector and, a platinum loop 
being rubbed up in this area, was 
carried in an open spiral line to the 
pointed centre of the sector. This 
technique invariably yielded a con- 
fluent growth in the area where the 
swab was applied and discrete colonies 
along most of the line of the applica- 
tion of the platinum loop. Incubation 
was carried out for one day except in 
the case of the Saturday cultures 


which remained in the incubator until 
Monday. 


Method of Recording 


Reliance was placed on naked-eye 
observation of the plate in good day- 
light. This sufficed ordinarily but there 
were occasional doubtful cultures 
where resort to isolation by sub-cul- 
ture was made. Haemolytic strepto- 
cocci were to be recorded as “absent,” 
“prevalent”, or “predominating”. The 
presence of one colony, for example, 
would be recorded as “present” and 
20-30 colonies would be recorded as 
“prevalent”. We encountered no ex- 
ample to be recorded as “predominat- 
ing’, such as might be obtained from 
septic sore throat or scarlet fever, and 
the distinction between “present” and 
“prevalent” was fairly arbitrary. We 
were, of course, interested only in the 
intensively haemolytic Beta type (8) 
of Brown. The Alpha prime type (¢), 
frequently encountered, was our most 
confusing simulator. We did not take 
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recourse to the pour plate method 
of differentiating Alpha prime from 
Beta types. When we were doubtful 
in the light of our experience with 
surface growths, colonies were fished 
to the surface of other blood-agar 
plates upon which established Beta 
types were grown as controls and this 
procedure seldom left doubt as to 
classification. Sub-cultures were made 
also where haemolysis occurred in the 
confluent growth and was absent 
around the discrete colonies. In such 
cases it was found invariably that the 
effect was due to staphylococci or 
gram positive bacilli. 
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and that the differentiation between 
“present” and “prevalent” was not 
sharply defined, we consider it ade- 
quate to the purpose of this study 
simply to record the presence of hae- 
molytic streptococci. In fact, few of 
the cultures were reported positive 
upon the presence of only one colony 
and after the first appearance of the 
organism in the cultures there was a 
fairly uniform incidence in the posi- 
tive cultures. The period of negative 
cultures, from October 28th to No- 
vember 28th, was protracted enough 
to be convincing that during this time 
haemolytic streptococci were indeed 


SEASONAL VARIATION OF THROAT CULTURES PosITIVE FOR HAEMOLYTIC 
STREPTOCOCCI 
Eight cultures daily from different individuals, October 28, 1932 to 
March 27, 1933 


Results and Discussion 


Our findings are recorded for con- 
venience in graphic form. It is im- 
practicable in this chart to indicate 
the numerical incidence of the hae- 
molytic streptococci; in other words, 
to designate “present” and “prevalent” 
cultures. Examination of the records, 
however, convinces us that no good 
purpose would be served by introduc- 
ing this element of confusion. In view 
of the fact, stated above, that “pre- 
dominating” cultures were not found 


absent from the throats of the major- 
ity of the population. The subsequent 
absence of positive cultures for more 
than a month (with one exception on 
December 16th) was surprising, but 
there was during this time a period 


of no observation from December 
20th to January 3rd when patients 
were not available. Probably some 
cultures would have been positive if 
taken during this time, though from 
January 3rd to January 11th they re- 
consistently negative. This 


mained 





354 PUBLIC 


CANADIAN 
date began the period when rarely a 
day failed to show some positive cul- 
tures. On one occasion they were all 
positive. 

There was only a period of six days 
at the last (March, 1933) when all 
of the cultures were negative. This 
admittedly is too short a time to jus- 
tify a conclusion that the organism 
had withdrawn to an aestival seclu- 
sion, but it was suggestive of this and 
may be read into the autumn findings. 

Just as our work was completed, 
Bourn, Carpenter and McComb (5), 
working at Baltimore, published the 
result of a much more protracted and 
intensive survey than ours. Their 
study covered a period of three years 
1928-1931 and comprised 2,812 cul- 
tures from 1,460 individuals. They 
found no seasonal variation, the low- 
est incidence in a composite table be- 
ing 5.8 per cent from 343 cultures in 
the three Decembers and the highest 
being 12.6 per cent from 388 cultures 
in the three Aprils. This finding was 
in direct contrast to ours. 


Summary 


A series of throat cultures from 790 
individuals, eight daily from October 


NEWS FROM 


Poliomyelitis in California 

HE incidence of poliomyelitis in 

epidemic proportions in the state 
of California is a reminder that such 
outbreaks are of serious import not 
alone in the immediate sickness and 
mortality involved but in the sequelae 
which the disease may leave in its 
wake. For a five-week period ending 
June 30, 1,346 cases were recorded 
for this state in the reports of the 
United States Public Health Service. 
Almost 80 per cent of all the cases 
were reported from Los Angeles 
County, 60 per cent of these latter 
being in the city of Los Angeles (four 
weeks ending June 23). The number 
of cases reported from San Francisco 
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28, 1932, to March 27, 1933, showed 
the virtual absence of haemolytic 
streptococci until January 11th, fol- 
lowing which there was a period of 
roughly two months during which 
there was a high incidence of posi- 
tive cultures. This period ended one 
week before the observations were 
discontinued. 
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appears to be increasing, but as yet 
the number is relatively small. 

The outbreak is, however, not as 
serious as might be thought from the 
number of cases reported. The pro- 
portion of mild or non-paralytic cases 
is higher than ever before. This is 
probably .due to the general mildness 
of the infection, but more complete 
recognition of the milder forms and 
prompt diagnosis and treatment are 
also factors. 


Manitoba 


"THE Manitoba Medical College 

celebrated the fiftieth anniversary 
of its founding in May, associating 
the celebration with a post graduate 











course. Of particular interest was the 
address of Professor J. G. FitzGerald, 
of the University of Toronto, who 
spoke on “The Place of Public Health 
in the Medical Curriculum”. 


The annual meeting of the Mani- 
toba Medical Association will be held 
in Winnipeg on September 10, 11 and 
12, 1934. 


Ontario 


R. JAMES CRAIGIE, of the 

School of Hygiene and Con- 
naught Laboratories, University of 
Toronto, had the honour of giving the 
Blackader Lecture for 1934 at the 
sixty-fourth annual meeting of the 
Canadian Medical Association, which 
was held in Calgary on June 18th to 
22nd. Dr. Craigie’s subject was “Some 
aspects of virus infections, with spe- 
cial reference to virus diseases of 
childhood.” 


Mr. R. H. Coats, Director of the 
Dominion Bureau of Statistics, Ot- 
tawa, was honoured at the June con- 
vocation of McGill University when 
he received the LL.D. degree. Under 
his direction the Dominion Bureau of 
Statistics has made a number of valu- 
able scientific contributions in the field 
of statistical research, as well as serv- 
ing most efficiently all departments 
of the Government. This honour to 
Mr. Coats is greatly appreciated by 
all public health workers in Canada, 
as he has taken a keen interest in 
advancing vital statistics. 


The Dominion Council of Health 
was convened in Ottawa June 14th 
and 15th, under the chairmanship of 
Dr. R. E. Wodehouse, Deputy Min- 
ister of the Department of Pensions 
and National Health, Ottawa, and was 
attended by the provincial medical 
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officer or deputy minister of each of 
the provinces. 


Quebec 


JDR.. SERAPHIM_ BOUCHER, 

Director of the Department of 
Health, City of Montreal, was the re- 
cipient of an honorary LL.D. degree 
at the June convocation of McGill 
University. This honour was conferred 
in recognition of the outstanding ser- 
vice rendered to the city of Montreal 
during the past years and as a tribute 
to his leadership in establishing one 
of the foremost health departments 
on the continent. 


New Brunswick 


JDR. ROBERT A. H. MACKEEN 

has been appointed Director of 
Laboratories and Provincial Patholo- 
gist and Bacteriologist for the Prov- 
ince of New Brunswick, carrying on 
the work so ably performed by the 
late Dr. H. L. Abramson. Dr. Mac- 
keen is a native of Cape Breton. He 
graduated in medicine from McGill 
University in 1924, after which he 
spent two years as interne in the 
Montreal General Hospital and one 
year as resident pathologist under Dr. 
L. J. Rhea. The following two years 
were spent at the Boston City Hos- 
pital as Assistant Pathologist under 
Dr. F. B. Mallory. In 1929 he return- 
ed to Halifax, where he has since 
been Assistant Professor of Pathology 
at Dalhousie University and Assistant 
Provincial Pathologist for Nova 
Scotia. 





Dr. J. Arthur Melanson, D.P.H.., 
has been appointed District Medical 
Officer of Health for five New Bruns- 
wick counties in and about the city of 
Moncton. He will also continue his 
work as Provincial Tuberculosis 
Diagnostician. 











BOOKS AND REPORTS 


Treatment of the Commoner 
Diseases. By Lewellys F. Barker, 
M.D., Professor Emeritus of Med- 
icine, John Hopkins University, 
Baltimore. Published by the J. P. 
Lippincott Company, 525 Confeder- 
ation Building, Montreal, 1934. 319 
pages. Price, $3.50. 


In spite of all the medical journals 
now available, the busy practitioner 
turns more readily to the text book 
where information is given in con- 
densed form. For such practitioners 
Dr. Barker has prepared this publica- 
tion based on a series of lectures de- 
livered in September 1933 in the an- 
nual course of post graduate lectures 
to the Academy of Medicine of Lima 
and Allen counties, Ohio. 


There is no claim that the book is 
complete, but practitioners will find 
discussed here most forms of treat- 
ment used for many of the diseases 
or conditions with which they come in 
contact. 


The first chapter, Advances in the 
Methods of Studying Patients, reveals 
Dr. Barker’s broad outlook of medi- 
cine. “Not ‘mind’ alone,” he says— 
“not ‘heart’ alone, but ‘mind’ and 
‘heart’ in suitable combination are the 
prerequisites for higher usefulness in 
medical practice”. “Medicine has to 
be carried much further than anatomy 
and physiology can take it; it relies 
upon psychology and psychiatry, to- 
day, for new insights into human na- 
ture, for making clear to us the rela- 
tions of the intellect, and emotions 
and the will to human behavior, both 
in health and in disease, and for new 
technical methods of diagnosis and 
treatment that are proving to be of 
the highest practical value. The doctor 
of to-day who is wholly unacquainted 
with these newer methods of investi- 
gating and influencing human person- 
ality must feel greatly handicapped 
when dealing with certain disorders 
that are very common among his pa- 
tients”, and throughout the book Dr. 
Barker adheres to that principle—the 
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necessity for treating the patient as 
well as the disease. 

The author stresses the importance 
of having each member of a family 
report at regular intervals for a health 
check-up, presenting from his wide 
experience the practical value of such 
a plan. Prevention of disease is 
stressed throughout as the best treat- 
ment. Practitioners, especially the 
younger practitioners, will profit 
greatly from reading this first chapter 
and will find in the succeeding chap- 
ters many suggestions of value. 

The book is clearly printed, with 
distinct headings and full references 
at the foot of each page and has ade- 
quate subject and author indexes. 


N.E.McK. 


Pulmonary Tuberculosis in General 
Practice. By Andrew Morland, 
M.D., M.R.C.P. Published by John 
Sale, Sons and Danielsson, Ltd., 
Oxford House, 83 Gt. Titchfield 
Street, London, W. 1, England, 
1934. 113 pages. Price 2/6. 


This monograph is written for gen- 
eral practitioners and reviews briefly 
some of the essential facts regarding 
pulmonary tuberculosis. The material 
is presented in three sections. The 
first section deals concisely with eti- 
ology, physical signs and diagnosis and 
some special aspects of the problem. 
The major portion of the book, how- 
ever, is devoted to important aspects 
of treatment. The third section touches 
upon the psychologic factor in tuber- 
culosis. 

In the opening paragraphs, the 
author states that “there is no danger 
in associating with patients suffering 
from phthisis and no foundation for 
the. cruel ostracism to which so many 
of them are subjected”. This unquali- 
fied statement is regrettable. He later 
says that “it is doubtful if infection 
even plays a part in the incidence of 
adult phthisis and the reason for the 
spectacular rise in the mortality curve 
in early adult and later life must be 
sought in lowered immunity of the 
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patient rather than increased contact 
with the tubercle bacillus’’. 

The important points in diagnosis 
and those phases of treatment which 
will be of most value to the practi- 
tioner are summarized, suiting the vol- 
ume well to its purpose. The author 
warns against phototherapy in the 
early and active stages of pulmonary 
tuberculosis in view of its tendency 
to cause focal reactions in the lungs 
and spread of the disease process. The 
individualizing of the “after care” of 
tuberculous patients is emphasized. 

This pocket monograph is a mine 
of information in small space for the 
medical practitioner. 


A.HLS. 


Poliomyelitis. 4 Survey Made Pos- 
sible by a Grant from the Inter- 
national Committee for the Study 
of Infantile Paralysis. Published by 
the Williams & Wilkins Company, 
Baltimore, U.S.A. 526 pages. Price, 
$6.00. 


Although a very considerable part 
of these 526 pages is devoted to re- 
viewing the 80 published and many 
unpublished reports of experimental 
work carried out in various research 
centres in Europe and America 
through the financial support of Jere- 
miah Milbank and under the auspices 
of the International Committee with 
Dr. Wm. H. Park as chairman, this 
book cannot be considered merely as 
a report of the Committee. It is, in 
fact, a fine survey of the literature on 
poliomyelitis, a survey of some 8,000 
references, which was made as an 
essential part of the work of the Com- 
mittee. The many publications of the 
Rockefeller Institute, of Aycock and 
his colleagues, of Morgan, Hurst, 
Fairbrother, Macnamara, Paul, are re- 
viewed along with those of others. 
The abstract of this mass of literature 
is presented under the following 
chapter headings: “Historical Sum- 
mary”, “Etiology”, “Resistance and 
Immunity”, “Symptomatology”, 
“Treatment”, “Pathology” and “Epi- 
demiology”. 


An extensive bibliography 


of 44 pages and an index of 32 pages 
are an invaluable part of a book of 
this type. 

The authors have been most gener- 
ous in their selection of material, pre- 
senting, in abstract form, the many 
sides of unsettled problems. This does 
not detract from the value of the book 
although a more stinted selection of 


material would have permitted a 
smaller volume. Certainly a smaller 
volume would present adequately 


established facts. 

The authors are to be commended 
for the amount of space given to the 
critical observations of Wickham in 
1905 and to those of Lavinder, Free- 
man and Frost in 1916. In presenting 
the epidemiological features of polio- 
myelitis the latier publications in par- 
ticular have been used freely. 

It would be difficult to assess the 
value of the research work, as review- 
ed in this volume, carried on under 
the auspices of the International Com- 
mittee, supported by Mr. Milbank to 
the extent of over $250,000.00. It 
has given us a better understanding 
of the basic pathology of experimental 
poliomyelitis, has provided laboratory 
evidence of the wide spread nature of 
poliomyelitis, as postulated by Frost 
in 1916, and has opened up many 
avenues for further investigation. 

Considered as a survey, a ready re- 
ference to the vast literature of polio- 
myelitis, the book serves a real pur- 
pose. It is an excellent compilation and 
the reader can, to a certain extent, 
select those references with which he 
should become more fully acquainted 
and leave those which are less worthy 
of further investigation. Such a book 
on such a subject will save hours of 
reading for the student and the re- 
search worker. The chapter on treat- 
ment is too scanty for the book to be 
of any definite value to the practi- 
tioner. It is well printed, clear of typo- 
graphical errors and, with tables and 
photomicrographs clearly reproduced, 
provides a mass of information in the 
most readily accessible form. 


N.E.McK. 





CURRENT HEALTH LITERATURE 


These brief abstracts are intended to direct attention to some articles in various journals 
which have been published during the preceding month. The Secretary of the Editorial 
Board is pleased to mail any of the journals referred to so that the abstracted article 
may be read in its entirety. No charge is made for this service. Prompt return (after 
three days) is requested in order that the journals may be available to other readers. 


Insecticide Spray for Destruction of 
Mosquitoes and Flies 


The value of an insecticide should not be 
judged by immediate prostration since in- 
sects frequently recover after some hours. 
Commercial insecticides vary considerably. 
A saturated solution of naphthalene in 
paraffin oil is moderately effective and low 
in cost. From a number of preparations 
the most powerful was found to be Stafford 
Allen’s liquid extract of pyrethrum diluted 
1:64 plus 5 per cent citronella plus 15 per 
cent petrol plus paraffin oil. Ordinary 
watery extracts of pyrethrum are unsuit- 
able. 

E. Barber, J. Roy. Army Med. Corps., 62: 411 
(June), 1934. 


Transmission Sequence of Syphilis 


Results of investigations are given which 
demonstrate the practicability of tracing 
sources of infection and exposures in 
syphilis. The methods of enquiry are de- 
scribed. 

William A. Brumfield, Jr., and Dudley C. Smith, 
Am. J. Pub. Health, 24: 576 (June), 1934. 


Diphtheria Prevention in Charleston, 
West Virginia 

A description of a successful immuniza- 
tion campaign which, with active co-opera- 
tion on the part of local physicians, was 
carried on without the aid of mass clinics. 


Hugh B. Robins, Am. J. Pub. Health, 24: 588 
(Tune), 1934. 


Relative Values in Tuberculosis Case 
Finding Work 

The tuberculin-X-ray 
method of contact examination are both 
valuable but their relative values cannot 
be compared on the basis of relative effi- 
ciency. Each has its own field of usefulness 
and circumstances must determine which 
method is to be employed. 

H. E. Kleinschmidt, Am. J. 
615 (June), 1934. 


method and the 


Pub. Health, 24: 


Practical Clinical and Laboratory Aspects 
of Precipitation Tests for Syphilis 

The theoretic basis of precipitin and 
complement fixation tests is briefly review- 
ed. The authors found the Kline and Rosen- 
thal tests satisfactory but do not consider 
their substitution for the Kahn test justi- 
fied. They believe that the Kolmer test 


yields information not obtainable by any 
precipitation test and consider it imperative 
that a complement fixation and a precipita- 
tion test should be performed on each 
serum. 

E. B. Ritchie, Ruth Herrick and J. M. Van 
de Erve, Arch. Dermat. & Syph., 29: 835 (June), 
1934. 


A Case of Undulant Fever Simulating 
Acute Rheumatic Fever, with Isolation 
of Brucella Abortus in Haemoculture 


A diagnosis of rheumatic fever was made 
but the case failed to respond to salicylates. 
Three subsequent blood cultures yielded 
pure growths of Br. abortus. 

John T. Tweddell and Kenneth B. Schlotzhauer, 
Canad. M.A.J., 30: 653 (June), 1934. 


The Student Nurse in Tuberculosis 


The incidence of tuberculosis among 
nurses has become conspicuous with the 
decrease in morbidity and mortality from 
this disease in the general population. 
Figures demonstrating infection in some 
hospitals are given and the problem of con- 
trolling this risk is discussed. 

J. Arthur Myers and Harold S. Diehl, J.A.M.A., 
102: 2086 (June 23), 1934. 


Control of Amoebic Dysentry 


The writer points out that there is little 
evidence that the clinical cases originating 
in Chicago have to any considerable extent 
spread the infection in their home com- 
munities. There is no evidence either that 
carriers even among food handlers are an 
important source of infection. There is no 
need for isolation of cases or of carriers 
and exclusion of the latter from food 
handling is not practicable on a large scale. 

The measures that health officers may 
take with advantage in the present state 
of our knowledge are: (1) Provide facili- 
ties for diagnosis. (2) Require reporting 
of all cases of dysentery distinguishing the 
amoebic and bacillary types. (3) Inaugur- 
ate educational measures among — food 
handlers on personal hygiene, especially 
washing hands after defecation. (4) Re- 
quire laboratory examination of faeces of 
food handlers to determine sources of in- 
fection. The only precautions with stools 
of cases are to avoid water supply and 
house-fly contamination. 

G. W. McCoy, U.S. Pub. Health Rep., 49: 359 
(March 16), 1934. 
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